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INTRODUCTION. 


In order to pay a tribute to the eternal freshness of 
Dr. W. B. Cheadle’s description of the various manifesta- 
tions of the rheumatic state as exemplified in childhood 
and early life, I have made extensive use of the reports, 
in The Lancet of 1889, of the Harveian Lectures. These 
extracts form Part I of the present paper, and publication 
has been permitted by the editor of The Lancet, who 
recognizes that the original is not now readily accessible. 


A CrassicaL Description or RHEUMATISM 
In CHILDHOOD. 


The ordinary conception of acute rheumatism, as 
essentially characterized by articular inflammation, is 
based upon observation of the disease as we see it in 
adults; in them the arthritis is one of the most constant, 
prominent, and characteristic of the morbid phenomena 
which arise. 

A study of the disease in children, however, leads to a 
far wider conception. 

There are certain affections which have been observed 
to be so frequently associated with acute rheumatism that 
the existence of some pathological connexion between 
them has come to be very generally accepted, although 
the extent and intimacy of the association may be a 
matter of controversy. Endocarditis and pericarditis, for 
example, are so constantly seen as immediate accompani- 
ments of articular rheumatism, even in adults, that there 
is no question of their relation to it; and in the case of 
children the connexion is still more frequent and more 
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1Read at a meeting of the Victorian Branch of the British 
Medical Association on April 3, 1940, at Melbourne. 


be not unfrequently accompaniments of articular rheu- 
matism in both periods of life. But with these I think the 
list ends as far as adults are concerned. If we turn to 
children, however, we learn that the scope of acute 
rheumatism is wider still . Subcutaneous tendinous 
nodules, chorea, and exudative erythema are commonly 
developments of rheumatism. There are other affections 
which have been deemed by some to be minor expressions 
of the rheumatic diathesis ... The claims of endocarditis, 
of pericarditis, of pleurisy, of tonsillitis, of exudative 
erythema, of chorea, of subcutaneous nodules, will hardly, 
I think, be seriously disputed; ... for my present purpose 
I shall assume the connexion and speak of these seven 
phases, together with arthritis, as the rheumatic series. 

It appears, then, that the rheumatic virus (whatever its 
exact nature and by whatever physiological machinery it 
acts) which produces the articular inflammation produces 
in like manner inflammation of the fibrous tissue of the 
pericardium, endocardium, and pleura, and that of fascie 
and tendons .. . It affects, moreover, mucous membrane 
and skin, and disturbs nervous centres. The conception 
of rheumatism, then, which I shall endeavour to put 
forward and establish is this broad one: That the terms 
“rheumatism” and “rheumatic” must be held to include 
many various morbid expressions and must not be regarded 
as a special inflammation of tendons and ligaments or 
synovial membranes, or a condition of which this is always 
the chief feature, accompanied by complications and 
sequele. 

The rheumatism of childhood exhibits a marked con- 
trast to the disease as it is seen in mature life. The 
articular affection, . . . indeed, may be absent altogether 
from a seizure undoubtedly rheumatic in its nature; while 
other phases . . . rule as prominent and characteristic 
features ... Subcutaneous nodules .. . practically dis- 
appear with the advent of puberty; and “chorea aso > 
appears as full maturity is reached. Endocarditis and 
pericarditis, . frequent as they are in adult life, are 
more frequent “still in children—they tend to decline as 
age advances... Another point of distinction between 
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the rheumatism of childhood and that of later life is 
the tendency of the various phases to arise independently 
and apart from each other; . .. often ... spread out, 
scattered over a period of months or years, so that the 
history of a rheumatism may be the history of childhood. 
There may be, for instance, an endocarditis at one time, a 
chorea at another, a tonsillitis at another, without any 
other manifestation at the moment, and yet each may be 
as essentially an expression of rheumatism as the articular 
affection, which may perhaps have happened long before, 
or does not appear until long after. 

The whole series may follow in succession or it may be 
limited to a single event—even an arthritis only, or a 
chorea only, or an endocarditis only, without subsequent 
development of any other rheumatic seizure. 

More usually, however, two or three phases occur more 
or less closely together; as, for instance, the common 
coincidence of arthritis with endocarditis, or chorea, 
nodules and endocarditis. 

Again, the combinations of the different phases of the 
rheumatic series may follow any order of sequence. Some- 
times—most commonly—an arthritis first; sometimes a 
chorea first; or an endocarditis . . And so on with the 
other members of the morbid series, some of which, again, 
may be repeated more than once. 

The influence of family predisposition comes out very 
clearly in the case of children; ... with a family history 
of acute rheumatism in immediate blood relatives the 
chance of an individual . . . contracting acute articular 
rheumatism is nearly five times as great as that of an 
individual who has no such hereditary taint. 

The effect of rheumatism in producing anemia in adults 
is sufficiently well known, but in children this is still 
more remarkable; the extreme pallor and the hemic 
murmurs are often most notable ... The presence of 
the rheumatic poison appears to be inimical to the red 
corpuscles ...; it either promotes their disintegration or 
interferes with their production ... This influence of 
rheumatism in producing anemia is greatly aggravated 
when it is accompanied by valvular disease of the heart 
and pericarditis; . . . and it is accompanied, also, by 
progressive emaciation. 

Tonsillitis is a common disorder, and often arises 
independently, but it occurs so frequently in direct and 
immediate association with articular rheumatism that 
some pathological connexion cannot be doubted. Trousseau 
recognized a rheumatic sore throat, and showed how this 
was apt to alternate at one time with stiff neck and 
torticollis, at another with joint pain and lumbago. 
Attention was again drawn to the almost forgotten 
observation of Trousseau by Dr. Kingston Fowler in 
1880 [The Lancet, December 11, 1880], who published an 
account of twenty cases of acute rheumatism ushered in 
by tonsillitis. 

With regard to erythema nodosum, it would appear 
that, although it has, so to speak, an arthritis of its own, 
it is associated sometimes with true articular rheumatism. 
The eruption is attended in itself with pain of joints, and 
sometimes swelling, possibly from pressure. But it also 
arises in connexion with genuine acute articular 
rheumatism. 

Purpura rheumatica arises also in the course of general 
acute articular rheumatism .. .; although usually, I 
think, it occurs independently . .. and is probably a 
minor expression of the rheumatic state... 

Chorea is one of the most interesting members of the 
rheumatic series ... It has furnished several curious 
pathological problems, which have given rise to frequent 
discussions and controversies, some of which continue to 
rage unsettled to this day. All are agreed, I think, that 
there is a certain connexion between chorea and rheu- 
matism ... There is no other general disease or fever 
of childhood with which chorea has any such association, 
with the single exception of scarlet fever, and that in far 
less degree; and scarlet fever, significantly enough, is the 
one fever especially associated with acute rheumatism .. . 
The only points in dispute, then, are the nature of such 
relation between chorea and acute rheumatism, and its 
closeness and constancy ... Let me state clearly my 


own position on this question. I do not think the 
evidence warrants the assumption that chorea is invari- 
ably of rheumatic origin. I must sey of chorea, as of 
tonsillitis, erythema, endocarditis, pericarditis, and 
arthritis—in fact, of the whole of the rheumatic series 
except subcutaneous nodules,—that it is produced by other 
causes as well as rheumatism. But I am convinced that 
rheumatism is the most common and potent factor. Other 
factors, however, must be taken into account in forming 
any satisfactory explanation of the genesis of chorea. 
There is a physiological basis in that greater mobility of 
nervous system and motor readiness of expression .. ., 
and in the more excitable temperament of quick intelli- 
gent children, and of girls as compared with boys. This 
all tells and plays a part in the development of chorea... 
And while I am upon this subject, let me pause for a 
moment to explode a time-honoured fallacy in the etiology 
of chorea—that is, that it spreads by imitation. This 
was true of the dancing mania of the middle ages, which 
spread amongst enthusiasts by a sort of hysterical con- 
tagion. And children learn certain tricks of grimacing. 
But they never acquire true chorea by imitation any more 
than they acquire nodules, or paresis, or endocarditis by 
imitation. 

Now taking true chorea, there is, I think, even in the 
rheumatic cases, often something more than the con- 
stitutional basis of mobility of the nervous system, 
influenced and played upon by the rheumatic poison. 
There is frequently another factor—nervous shock. Some- 
times the rheumatic invasion seems to be the direct 
exciting cause, as well as the predisposing influence; when, 
for instance, as often happens, chorea immediately follows 
or is concurrent with articular rheumatism, and endo- 
carditis or pericarditis. But shock or mental excitement 
is frequently found as the immediate exciting cause of 
the choreic disturbance in rheumatic subjects. 

Explanations, more or less plausible, have been sug- 
gested as to the cause of the endocarditis of chorea apart 
from rheumatism. But no dynamic theory will explain 
the pericarditis of chorea when it occurs without articular 
affection. The significance of this fact has, I think, been 
overlooked. 

I now turn to the next phase or manifestation—the 
evolution of subcutaneous nodules ... They were 
observed by Hillier, who gives an excellent account of 2 
typical case in his book on the Diseases of Children pub- 
lished in 1868. The case was one of chorea with pyrexia 
and organic mitral murmur, but no articular rheumatism 
‘ . The credit of pointing out their frequency and 
great importance as clinical signs in the various mani- 
festations of rheumatism belongs to Barlow and Warner. 
{Transactions of the International Medical Congress, 
Volume IV, 1881.] These fibrous nodules are common 
in children—much more rare in adults... This is perhaps 
partly the reason why they have not been more frequently 
observed, for we take our ideas of rheumatism from the 
disease as seen in adults. A second reason why they 
are not observed is that they are not known or looked for; 
and a third reason why they often escape notice is their 
small size in many cases. They are sometimes to be felt 
rather than seen ... The nodules vary in size from 
that of a hempseed to that of an almond or larger; in 
extreme cases they may attain that of half a walnut... 
The nodules lie under the skin, and are connected with 
fascia or tendons... They are not tender, except slightly 
in rare instances. There is no redness of the skin over 
them, except occasionally from friction or pressure. They 
are found most commonly upon the back of the elbow, 
over the malleoli, and at the margin of the patella. They 
are also found not unfrequently upon the head, especially 
along the superior curved line of the occiput, . . . and 
now and again upon the extensor and flexor surfaces of 
the hands, on the extensors of the feet, the vertebral 
spines, the spine of the scapula and the crista illii .. . 
There may be only one of these nodules, but more usually 
three or four are to be found; sometimes the number is 
large, as many as thirty or forty ... Sometimes there 
is only a single crop; sometimes several crops appear in 
succession. These fibrous growths are developed to per- 
ceptible size in the course of a few days... The large 
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nodules, however, take a considerable period to attain | 


their full dimensions. Their duration varies from a few 
days to several months ... Barlow observed one to 
come and disappear again in three days. [Transactions of 
the International Medical Congress, Volume IV, 1881.] 
. . . And he has recorded their persistence for five 
months ... When the nodular growths are exposed by 
dissection, they appear as “oval semi-transparent fibrous 
bodies, like boiled sago grains”. [Ibidem.] 

General experience agrees as to the grave significance 
of these fibrous growths, at first looked upon as unimpor- 
tant curiosities . .. I regard the eruption of large 
nodules . . . as almost equivalent to a sentence of death. 
They mean persistent cardiac disease, generally uncon- 
trollable, and marching almost infallibly to a fatal ending. 

Pleurisy occurs in association with rheumatism in two 
distinct ways. It arises frequently towards the end of 
rheumatic heart disease ... Of it I shall say nothing 
further, since it is probably due as much to cardiac as 
to primary rheumatic causes. But pleurisy likewise 
occurs in rheumatism as an initial phenomenon, coming 
immediately before, together with, or immediately after, 
arthritis, as a direct result of the rheumatic influence. 
It is likely enough that it occurs quite independently, 
apart from all other phases, yet still a rheumatic mani- 
festation. Probably many of the simple pleurisies and 
pleuro-pneumonias we see and regard as idiopathic would 
be found on careful inquiry to be of rheumatic origin. 
This is a point which deserves further investigation. 


Pericarditis is admitted into the rheumatic series with- 
out question . . It may appear at any point in the 
rheumatic procession of events—first or last, alone or in 
combination with other phases ... But the pericarditis 
with which we are most familiar—the acute general peri- 
carditis of rheumatic fever—is not representative of the 
disease in children. The extreme distress; the panting, 
shallow respiration; the fluttering, irregular pulse; the 
strange delirium; the physical signs of friction all over 
the cardiac area ...; the extensive dulness, often following 
quickly as serous effusion takes place, spreading high up 
to the second or third rib; the muffled heart’s sounds; 
the raised apex—all these classical signs are sometimes 
wanting, at other times largely modified, in the rheumatic 
pericarditis of childhood in its most usual form. 

It usually occurs insidiously; a slight pericardial rub 
is noted perhaps, which may cease or continue without 
much change; the child is seen to be restless and uncom- 
fortable, and complains of pain in the precordial region; 
the pulse quickens . . .; the anemia increases . . .; the 
chorea, if present, becomes a little aggravated perhaps, or 
curious emotional attacks come on, the child being moved 
to tears or laughter by a word; the temperature is 
slightly raised ..., but often remains normal if there is 
no accompanying arthritis, or pleurisy, or pneumonia; 
and with this a mitral murmur develops, or an existing one 
grows rougher, and subcutaneous nodules begin to appear 
on the elbows and knees, or ankles or occiput. The peri- 
cardial rub continues, or subsides after a few days, to 
reappear again after an interval perhaps, or, although 
it never reappears, the rapid action of the heart con- 
tinues . . .; fresh nodules come out; the area of cardiac 
dulness increases, and there is muffling of the sounds over 
the mid-cardiac region, but no sign of effusion; the heart 
is clearly growing more bulky and the pericardium thicker, 
and emaciation and anemia proceed apace. The child 
daily grows more pallid, weak, and wasted; the pulse 
grows more feeble; and so, without extreme dyspnea or 
dropsy, the patient sinks slowly from exhaustion and 
heart failure. 

And mark what is found after death: usually the two 
surfaces of the pericardium glued together by a thick 
layer of adhesive lymph; the pericardium itself greatly 
thickened; the walls of the sac tough, dense, fibrous tissue, 
an eighth of an inch thick, perhaps; the chronic inflam- 
matory process spreading sometimes from the external sac 
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to the anterior mediastinum, so that these are matted | 


together in a thick fibrous mass. 
Endocarditis occurs acutely in the course of articular 
rheumatism in children, just as it does in adults. The 


position of endocarditis as one of the rheumatic inflamma- 
tions is like that of pericarditis, established and allowed. 
Yet in childhood it often occurs quite apart from any 
concurrent affection of the joints; and it may develop at 
any period in the rheumatic procession of events, early 
or late, in combination with arthritis or pericarditis, or 
chorea, or nodules, with any or all of these combined. 
Usually it comes early in the series, and recurs later, in 
contrast to pericarditis, which is more apt to appear 
towards the end... The rule is: endocarditis early; 
pericarditis late. But as with pericarditis, so with endo- 
carditis; the acute form in connexion with severe articular 
rheumatism is far less common than one slight and 
trivial apparently at the time, accompanying an equally 
slight articular affection or chorea; all sign of it perhaps 
disappearing for a season, yet recurring and persisting 


| until the injury to the valve becomes serious and finally 


fatal. It is not, as it is commonly with adults, a sharp 
attack of endocarditis accompanying the articular affection, 
ceasing with it, and followed slowly by ‘chronic after- 
changes in the valve or muscle; but subacute, insidious, 
progressive. 

Rheumatic endocarditis in children, as in adults, attacks 
mitral, aortic and tricuspid valves, the former by far 
the most commonly; mitral regurgitation is the most usual 
resulting lesion, although mitral stenosis is far more 
frequent than is generally supposed. It is in the latter 
that the chief interest centres. 

It is in the period of childhood that mitral stenosis 
most commonly commences. The reason why it has not 
been more commonly observed is perhaps due to the fact 
that it is usually in the initial stage ... The stenosis 
does not usually reach the degree when it is proclaimed 
by the loud, vibrating, prolonged presystolic murmur. 
until a few years have passed. The slight rumble, or the 
reduplicated second sound, escapes notice, or attention is 
drawn away from it by an accompanying regurgitant bruit. 
Hence it is discovered later, with startling frequency, 
just after childhood. 

The earliest sign of mitral stenosis is reduplication of 
the second sound at the apex, . . . audible over the mitral 
area only, or at least having its maximum intensity 
there ... Although reduplication of both first and second 
sounds, audible over the aortic and pulmonary valves at 
the base of the heart, occurs in certain cases of mitral 
stenosis, . . . it is reduplication at the apex which is the 
Significant early sign; basic reduplication usually comes 
later, with a pronounced presystolic murmur or with 
mitral regurgitation ... The second of the two second 
sounds is due to the smack or click of the forcible opening 
of the swollen, rigid mitral, with shortened chords, kept 
closed with difficulty by the contracting ventricle, and 
springing back suddenly as the ventricle relaxes, and 
exerts its suction power, aided by the increased tension 
in the left auricle, not by the auricular contraction which 
occurs later ... After the second of the two second 
sounds . .. there is in some instances a soft bruit, a 
distinct diastolic murmur, probably due to the rush of 
blood through the narrowed aperture caused by the 
auricular contraction . Basic reduplication ... is 
explained readily enough by the difference in tension in 
the pulmonary artery and aorta, causing asynchronous 
closure of their respective valves. 

Almost the whole interest and importance of rheumatism 
in children centres in the cardiac inflammation and its 
results. The one great aim and object of treatment 
should be to minimize this danger as much as possible: 
and the first point which I would urge is the necessity of 
being constantly on guard against an insidious attack of 
endocarditis or pericarditis ... It is essential to examine 
the heart carefully in every case of the slightest articular 
affection—even a stiff neck or a stiff knee; and in 
chorea, in tonsillitis, in erythema, . . . and, indeed, in 
every pyrexial condition . .. Whenever there is sus- 
picion of rheumatic inflammation—even if no cardiac 
affection be perceptible—enforce absolute rest in bed. 
Complete physical repose and external warmth are of the 
first, possibly of vital, importance. Cases of slight rheu- 
matism are, as a rule, treated far too lightly by both 
parents and doctors. 
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With regard to drugs, I may point out that the heroic 
treatment by large and repeated doses of salicylate of soda 
is rarely called for in the rheumatism of children, since 
the articular affection is usually slight, and the pyrexia 
as a rule not severe; for the salicylates appear to exert 
no favourable influence upon any rheumatic phase, except 
only arthritis and tonsillitis. Salicin may be given in 
place of salicylate of soda in most articular cases with 
er aa as being less depressant—and with the salicin, 
alkalies. 


Parr II. AppitrionaL Fratures oF OUTSTANDING 
IMPORTANCE. 


Every word of the foregoing classical account of 
rheumatic fever and heart disease has been culled from 
the famous Harveian Lectures delivered by Dr. W. B. 
Cheadle just over fifty years ago. He, in my judgement, 
was greater than others and fortunate in his labours. 
Almost all his observations are acceptable by us today; 
they have stood the test of time, and we are still following 
the path he blazed. I crave your indulgence for what is 
to follow. I shall ask you to bear with me while I attempt 
to outline some of the more important of the additions to 
our knowledge of the subject which I believe to have 
accrued since Dr. Cheadle’s time. Fifty years have passed 
away: but happily we have with us Dr. F. John Poynton 
to remind us that the clinical facts set out by Dr. Cheadle 
are “being re-discovered almost every year’.“™ He 
describes himself as “a pupil and more than a pupil of 
Dr. Cheadle”. In the Harben Lectures of 1936,% Dr. 
Poynton has placed on record his own views of juvenile 
rheumatism with many illuminating comments. It would 
seem that he, in his turn, has passed the torch on, burning 
brightly, to Dr. Bernard Schlesinger,“” though the present 
conflagration in Europe has temporarily dimmed its light. 

Perhaps the most important of the additional features 
is the proof, in 1898, by Dr. Poynton himself, that myo- 
carditis commonly occurred as part of the rheumatic state. 
He showed that the rheumatic poison implicated the myo- 
cardium directly and not by spreading from the inflamed 
pericardium. He demonstrated “gross changes in the 
noble tissue that is the cardiac muscle, and multiple focal 
lesions in the connective tissue frame-work”.“” He also 
stated that the foci contained cellular exudate and that 
some of the cells were large and multinucleated. Professor 
Aschoff saw the work of Paine and Poynton and developed 
it until, in 1904, he was able to announce the well-known 
Aschoff bodies as the essence of the disease they were 
studying. In the course of time a complete general and 
special pathology of rheumatic fever has been built up.” 

Dr. Poynton and Professor Still concentrated their 
attention on the rheumatic nodule and described three 
zones: “an outer one of swollen fibrous tissue containing 
distended capillaries; a middle one full of leucocytes and 
mononuclear cells; and a central focus of necrosis”.“” 
Poynton believes that the nodule is “the type of the 
eardinal lesion in rheumatism and is akin to the foci in 
the connective tissue of the heart”. He is by no means 
alone in that view; the subject has been almost 
exhaustively pursued on that account. 

In 1936, Duckett Jones, of Boston, and others described“ 
the gradation of the appearances according to the clinical 
age of the nodules and the density of the tissue in which 
they were developing, and announced that they had suc- 
ceeded in inducing the formation of nodules with the same 
features by the injection of blood into the deep sub- 
cutaneous tissues of subjects of rheumatic fever in eertain 
stages of the disease. 

The acceptation of the essential identity of rheumatic 
nodules with those associated with rheumatoid arthritis 
has brought about the linking of rheumatoid arthritis to 
the rheumatic series by those who adopt what is known 
as the “unitary theory”,“” in which it is postulated that 
rheumatic infections and rheumatoid arthritis are different 
forms of the same underlying process. Some workers go 
so far as to include osteoarthritis, while others see little 


tangible evidence te support the unitary theory. In | 
short, we have to face today, in that respect, the same | 


chaos that bewildered Dr. Poynton in 1897. If the 


mechanism by which rheumatoid arthritis is produced 
could be laid bare unequivocally, it would probably help 
to lighten our darkness. 

With the development of the electrocardiogram the 
effects of the fortuitous interference with nervous tissue 
by focal lesions in the myocardium have been studied. It 
is now recognized widely that, during activity of infection 
at least, there is a measurable prolongation of the P-R 
interval to one-fifth of a second or more. The conduction 
time may remain lengthened or may return to normal in 
the quiescent period; that will depend on the site of the 
lesions. A formidable array of abnormal findings has 
been collected, indicative of the infinite variety of the 
distribution and size of the lesions in the cardiac muscles. 
In a similar way the foci affect the blood supply of the 
heart, interference with which may cause any of a 
series of syndromes. 

The superimposition of rheumatic lesions on congenital 
malformations of the heart is of ominous import. It is, 
at times, a perplexing problem to decide clinically whether 
the signs found are indicative of rheumatic affection or 
malformation or both. Radiographic investigation of the 
size and shape of the heart may be of value in solving 
the problem. 

The manner in which the subjects of rheumatic heart 
disease seem especially prone to succumb to ulcerative 
and bacterial endocarditis is frequently brought home to 
clinicians who study autopsy material. 

In several large series the average age at which it 
was first known that the patients had rheumatic heart 
disease is seven or eight years,“”°® and approximately 
one-third die within ten years. Many more die early in 
adult life from mitral stenosis. 

Congestive failure in young patients with rheumatic 
heart disease is not only mechanical, but should be regarded 
as indicative in itself of activity of the infection.“” 

It has come to be recognized that the rheumatic infec- 
tion is usually chronic, though the course may be con- 
tinuous with remorseless progress downhill; the tempo 
may vary considerably from time to time; there may be 
no interval without clinical evidence of activity. In another 
type of case there is a succession of recrudescences or 
relapses into activity separated by intervals of latency and 
absence of detectable activity. Rarely in childhood, but 
more often in later life, the primary or quasi-primary 
carditis lapses into inactivity and death may occur from 
some other cause. The three types have been named 
continuous, polycyclic and monocyclic respectively.“” 

Most of the children, who are going to do so, show 
evidence of permanent damage to the heart within two 
years of the onset. The management in that early period 
of the illness is therefore of outstanding influence on 
the morbidity of the infection.” In Schlesinger’s account 
of the futher history of 1,000 juvenile rheumatic patients™ 
no death was recorded after a period of five years’ freedom 
from relapses. He expressed the conviction that “the 
future of a rheumatic child depends largely on his ability 
to weather the storm during his early years and to reach 
the calmer waters of adolescence when relapses are less 
frequent and the power of resistance increases”. Prophy- 
lactic therapy with aspirin minimizes the virulence of 
relapses and reduces the mortality rate considerably. It 
is used in routine fashion at West Wickham,“ and must 
be given three times a day for four weeks immediately 
after the onset of pharyngitis or tonsillitis and also after 
tonsillectomy. At the House of the Good Samaritan” 
approximately 80% of recurrences and 60% of the fatalities 
occur during the first five years of the disease. Colds or 
sore throats were deemed to have been “the obvious 
precipitants of recurrent rheumatic fever in 60 per cent of 
the observed instances”. 

The wide acceptation of the occurrence of a symptomless 
interval between the initial upper respiratory infection 
and the onset of clinically recognizable rheumatic infection 
may be characterized as an advance in our knowledge of 
the disease, though Coburn™ has pointed out that priority 
is ascribable to Haig-Brown, in 1886. Schlesinger,“” 
Campbell and Warner® and Coburn” have focused 
attention on this latent interval, which divides the 
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developing attack of rheumatic fever into three phases: 
the initial upper respiratory infection, the latent interval, 
and the period of rheumatic manifestations. 

A vast amount of work has been done on the sero- 
logical and bacteriological problems of the rheumatic 
infections, and the field of bacterial allergy has been well 
tilled. 

It is an inspiration to read Dr. Poynton’s description’ 
ot the pioneer bacteriological work of the late respected 
Dr. Alexander Paine and himself, which they carried out 
for fifteen years, adding imperishable lustre to the fame 
of British medicine, though it is still too soon to assess 
the value of their work with certainty. 

Coburn® and his fellow workers at the Presbyterian 
Hospital, New York, have gone a long way to incriminate 
hemolytic streptococci in the complicated etiology of the 
rheumatic infections, and have introduced (for the delecta- 
tion of the cognoscenti) immunological factors, such as 
deviation of complement, rise of antistreptolysin titre and 
appearance of anti-M-substance precipitins. They have 
shown that the development of the antibody response 
appears to be delayed in rheumatic subjects. It is of 
importance to note that certain events, not regarded as 
associated with streptococci, usher in rheumatic events at 
times, and that immunological changes similar to those 
described by Coburn occur in conditions not now recognized 
as rheumatic.°” 

A great deal of interest has been aroused by the reported 
work of Schlesinger, Signy, Amies“” and others on 
the isolation by the high-speed centrifuge of elementary 
bodies which resemble those accepted as significant in 
virus diseases. These bodies were obtained from rheu- 
matic exudates, and though Koch’s postulates have not 
been satisfied, serological corroboration of the causal rela- 
tionship has been obtained up to a certain point. With 
improvements in technique possible by the collaboration 
of other laboratory workers on virus diseases, the place 
of the elementary bodies in the mechanism of rheumatic 
infection may be established. 

The role of a deficiency of vitamin C in the etiology 
has been studied very carefully by Rinehart’ and others, 
but at present no finality has been reached. Some anomaly 
in the antiscorbutic or purpura-preventing vitamins must 
be considered, along with the activities of the hemolytic 
streptococci, in an attempt to understand the widespread 
hemorrhagic features of rheumatic infection which have 
been so comprehensively described by Coburn and 
others.”® The work on the pathology of spontaneous 
and induced subcutaneous nodules in rheumatic fever,” 
to which reference has already been made, carries the 
inference that spontaneous nodules and Aschoff bodies and 
other essential lesions may owe their origin in any given 
locality to initial hemorrhagic lesions and their develop- 
ment to humoral or cellular reactions to those hemorrhagic 
lesions. Red blood cells are frequently found to be present 
on microscopic examination of the urine when the disease 
is active. Gross hematuria is by no means infrequent, 
arising from definite renal infection. Epistaxis is common, 
particularly during periods of acute activity of the disease. 
Loss of blood by one means or another brings about some 
degree of anemia, which is almost the rule in rheumatic 
affections. In the circumstances, therefore, it is a 
plausible theory to advance that initial hemorrhagic 
lesions are the cause of the reactionary developments. 


Fortunately the American and English literature on 
rheumatic problems is reviewed periodically by the 
members of the editorial committee of the American 
Rheumatism Association under the chairmanship of Dr. 
Philip Hench at the Mayo Clinic.“” In 1935 they considered 
that the theory of bacterial allergy was gaining adherents 
at the expense of the other two bacterial theories, that of 
infection and that of toxemia respectively, because of the 
failure to obtain blood cultures consistently or to isolate 
specific exotoxins. The proponents of the theory of 
bacterial allergy maintain that rheumatic fever is due to 
an allergic reaction or tissue hypersensitivity to bacteria 
or to bacterial products. The tissues may react allergically 
to a group of bacteria, to a specific strain, to a number of 
different organisms or to the nucleo-protein thereof. It is 


of interest to note that, in 1939, the failure of the 
sulphanilamides in rheumatic infections was considered” 
to be a strong argument against a direct relationship 
between rheumatic fever and hemolytic streptococci. 

There are some valuable bedside tests of activity of 
infection. Elevation of the patient’s pulse rate when he 
is asleep beyond the rate considered to be normal when he 
is in good health is one of these tests. If the rectal 
temperature exceeds 100° F. at some time during the day 
and night and no other adequate cause is apparent, the 
observition is indicative of activity of infection in the 
case of a rheumatic patient. Numerous exercise tolerance 
tests have been devised, and it is usual to vary the tests 
according to the severity of the illness. Among laboratory 
tests total leucocyte counts and erythrocyte sedimentation 
estimations have been found of value. In order to annul 
the confusing effect of normal diurnal variation, the leuco- 
cyte counts should be made repeatedly at approximately 
the same hour of the day. Interpreted in relation to the 
absence of other infective influences, they reveal the 
presence of moderate leucocytosis during activity of 
rheumatic infection. Erythrocyte sedimentation tests must 
be safeguarded by careful technique and corrected for 
relative anemia; but in the hands of many workers the 
sedimentation curve has been found to be of value as a 
guide to the clinician, who has to form an opinion as to 
the cessation of activity of infection. The sedimentation 
index does not return to normal as a rule for a week or 
two after clinical recovery. A normal sedimentation rate 
is the rule in uncomplicated chorea. Congestive heart 
failure modifies the curve by flattening it; that fact must 
not be overlooked when the result of the test is being 
interpreted. 

Determination of the size of the heart and delineation 
of the contours present difficulties; it is hard to attain 
precision either by clinical or by radiographic methods. 
Studies of cardiac topography, such as the recent one by 
Dressler, are of great assistance. Repeated fluoroscopic 
examinations under standardized conditions and by the 
same observer may be helpful in the detection of relatively 
early changes, It is of special advantage for the observer 
to be a trained clinician with a full knowledge of the 
patient’s clinical history. Advanced changes are usually 
apparent without the aid of radiology. 

A broad estimation of the functional capacity of the 
patient should be attempted from time to time. Patients 
with cardiac rheumatism may or may not be able to perform 
ordinary physical tasks without discomfort. Normal effort 
without discomfort may be limited only slightly, or the 
limitation may be considerable. Those facts are used in 
the classification of the functional capacity of the patient. 

The management of a patient in the acute stage of a 
rheumatic infection should be conducted in a good hospital 
or nursing home. The duration of stay in the hospital is 
prolonged by delay in admission to hospital. Transfer 
to a special rheumatic convalescent ward should be effected 
as soon as practicable. The main object of transfer is to 
minimize the risk of fresh upper respiratory infection from 
ward visitors or from patients admitted to hospital with 
acute illnesses. Severely crippled patients who are unable 
to move in bed without dyspnea, pain or evidence of con- 
gestive failure should not be transferred to the special 
ward or hospital unless and until the functional capacity 
improves to the point at which some degree of activity is 
possible without distress. 

Scientific rest, warmth and environmental comfort, 
sound dietary, appropriate physio-therapy, education and 
occupational training are the main features of the special 
eare of rheumatic children in convalescent wards. The 
graduation from absolute rest to the restoration of ability 
to share in the normal activities of home life should be 
controlled carefully. Study of the nature and progress of 
the lesions and of the activity of infection is the rational 
basis as a guide to graduation. Intelligent special nursing 
and skilled medical supervision are important factors in 
successful treatment. Every effort. should be made to raise 
the resistance of the patient to infection and to teach him 
to adopt a sanguine but philosophical attitude towards the 
illness. Healthy mental activity and pleasurable occupa- 
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tion should be provided. The tone of muscles must be 
maintained, and attention must be paid to the prevention 
of foot drop and physical weakness induced by prolonged 
rest. 

The length of time spent in the convalescent ward should 
not be curtailed if good results are wanted. Ample time 
should be allowed for the subsidence of the active infec- 


tion and for the gradual restoration of physical ability to | 


the point at which, when, after adequate trial, the patient 
ean be returned to his own home in a condition in which 
he is able to share in the home life without difficulty. 
During the prolonged convalescence a real attempt should 
be made to improve the home environment; factors should 
be removed which might predispose to further rheumatic 
infection of the patient or of other members of his family. 
After his return from hospital the patient should be 
encouraged to attend a supervisory rheumatic clinic or 
to remain under regular medical supervision for years. 
There is still a tendency for parents and doctors to treat 
the matter “far too lightly”.” 


SumMary. 


1. A classical description of rheumatism in childhood is 
presented in the form of extensive extracts from Cheadle’s 
Harveian Lectures of 1889. 

2. Additional features of outstanding importance are 
outlined; they have been added to our knowledge of the 
subject since Cheadle’s time. 


3. It is advanced as a plausible theory, arrived at by 
inference from other workers’ published results, that the 
initial hemorrhagic lesions of rheumatic affections lead 
to reactionary developments which comprise the general 
and special pathology of the disease. 
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MUSTARD GAS, WITH SPECIAL REFERENCE TO 
EYE LESIONS." 


By Doveias R. GAwLrr, B.M., B.Ch. (Oxford), 
D.O.M.S. (London), 


Honorary Ophthalmological Surgeon, Fremantle 
Hospital, Perth. 


TonicutT I propose to discuss the symptoms and the treat- 
ment, in so far as there is any, of the eye lesions due to 
mustard gas, or “D.E.S.”, as for some reason it is officially 
described. I may as well admit at the outset that my 


| experience of it is purely theoretical and my remarks are 


gathered from such literature on the subject as I have 
been able to find. I have never seen a recent case, and 
I hope, and I am sure everyone here devoutly hopes, that 
I never shall. We here are, or think we are, safe from 
invasion; but none can say definitely that an enemy fleet, 
possibly equipped with aircraft carriers, may not appear 
off our coasts and subject us to bombardment or air raids. 
There has been in England recently a good deal of dis- 
cussion about the treatment of mustard gas injuries, but 
not much finality has been reached. Lesions due to 
mustard gas are not often seen in civil life, and our 
experience of them dates back to the last war, which is 
some time ago. Some experimental work has been done 
on the eyes of animals, but for various reasons the results 
obtained apply only approximately to human eyes. There 
are, of course, other harmful gases used in war; but the 
effect of these, particularly on the eye, is negligible as 
compared with that of “D.E.S.” 

Despite its name, mustard gas in normal circumstances 
is a liquid and volatilizes slowly and imperfectly. Fifty- 
two years ago one Leber, in Germany, investigated and 
described the effects of “D.E.S.” on the eye. His researches 
were carried out on animals, and he noted that a pyogenic 
reaction ensued. The severity of injury was found to be 
exactly proportional to the concentration of the gas 
reaching the eye. During the last war, vapour gas was 
used, and the lesions were comparatively trivial. Now 
higher concentrates are employed and the lesions are more 
serious. 

The gas and the liquid are very readily soluble in fat, 
and as the lining cells of the conjunctival sac have a high 
fat content, the absorption of the poison is practically 
instantaneous; this is one of its most dangerous properties. 
It has been established that when equal quantities of an 
equal concentration are instilled into both eyes of an 
animal, and one eye is instantly and carefully irrigated. 
next day the lesions in both eyes are identical—in other 
words, maximum damage is done before treatment can be 
applied. Another striking and exceedingly dangerous 
feature of this gas is that between the exposure and the 
onset of symptoms there is a latent period, varying with 
the concentration from half an hour to some _ hours. 
Immediately on exposure little is felt or noticed by the 
patient, until later symptoms of irritation, lachrymation, 
photophobia and swelling of the lids supervene to such an 
extent as to render him completely blind and helpless for 
the time being. As a matter of fact, severe pain is not a 
prominent feature of “D.E.S.” poisoning. 

On the pathology of the condition—that is, the exact 
nature of the lesions caused—the available literature is not 
very helpful. It seems reasonable to place it in the 
eategory of a chemical burn, and Bonnefon describes three 
stages: first, the stage of impregnation; second, the 
established burn; and last, the stage of regression. The 


1 Read at a meeting of the Western Australian Branch of 
the British Medical Association on May 15, 1940. 
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signs will be those of a strong irritant in the conjunctival 
sac, intense and widespread conjunctival hyperemia; and 
ciliary injection is soon noticed as secondary iritis super- 
venes. The appearance of the cornea will vary according 
to the amount and concentration of the gas. In slight 
eases there will be a dulness of the usual bright and 
shining surface; with increasing seriousness the appear- 
ance will change from ground glass to whiter chalky 
opacity. There may also be edema of the conjunctiva and 
gross swelling of the lids. In the early stages, of course, 
corneal damage is superficial; but there seems to be 
evidence that in the course of time, even in a case in which 
vigorous treatment has been carried out, the poison seems 
gradually to work deeper into the corneal tissue. 


Aerial bombs can be divided roughly into three 
categories: high explosive, incendiary and gas; and it has 
become the charming habit nowadays to employ all three, 
one after the other, in that order. Aircraft are sent over 
in waves following each other at intervals of half an hour, 
each wave having its own type of bomb. High explosive 
bombs are destructive chiefly to material. The effect of 
a large high explosive bomb in a street is, first, to push 
doors and windows in, as a result of gas expansion; 
immediately afterwards there is a much more powerful 
suction effect, which pulls down walls and causes buildings 
to collapse. A certain amount of damage is caused by 
flying fragments; but this is negligible in comparison with 
the other effects. Such bombs are therefore much more 
effective amongst buildings than in the open. Gas and 
water mains are burst and the scene is prepared for the 
incendiary bombs which come next. When these have 
done their work, and what survivors there are are 
attempting to clean up the mess and rescue wounded, the 
entire personnel is blinded and put out of action by 
mustard gas. It is a pretty picture to contemplate in 
this year of grace, 1940. Gas can be distributed from 
aeroplanes either in bombs or from containers carried 
beneath the undercarriage. A gas bomb does not bury 
itself deeply, and consequently the gas is spread over the 
surface. It does not dissipate quickly, and the crater of 
a gas bomb may be dangerous for days. The most 
efficient size is the 50 pound bomb, containing about 17 
pints of the liquid. Such a bomb can render dangerous an 
area of a quarter of a square mile for three days for 
anyone entering it unprotected by mask. Gas can also be 
forced under pressure from containers below the under- 
earriage; it thus descends as a fine mist, and is scattered 
over a large area. It is on that account in weak concentra- 
tion, but quite strong enough to cause much harm to the 
eyes. The aeroplanes may fly so high as to be inaudible, 
and therefore there is no warning. The first intimation 
of the presence of the filthy stuff is the sudden blinding 
of all persons not wearing masks. 


Treatment divides itself into that of the early acute 
lesions, with which we shall occupy ourselves tonight, and 
that of the after-effects, which from our point of view is 
not so important. In the treatment of the lesions we are 
up against one almost insuperable difficulty, and that is 
the fact that the damage is practically instantaneous, and 
as far as the end-results are concerned, it seems to matter 
little whether we see the patient two seconds or two hours 
after impregnation of the eyes with the gas. In the case 
of the skin, when absorption is slow, the time factor is 
of importance. With regard to the final corneal opacities 
left after convalescence, evidence is accumulating from 
study of the subsequent history of eyes damaged by 
mustard gas in the last war that the devitalizing effect 
tends to persist; apart from opacities, such corneas are 
less able to resist the ordinary infections of everyday life, 
and such infections run a very malignant course. 


However this may be, it is obvious that something must 
be done which will tend to decrease the severity of the 
eventual damage, and aid the patient when the acute stage 
has arrived. Lotions, ointments and every conceivable 
remedy have been proposed at some time or another. It 
has been said that the unsatisfactoriness of any particular 
treatment is in direct proportion to the number of different 
methods tried, and that of mustard gas shows this 
particularly. Nevertheless, from out of all this welter of 


argument and contradiction, certain principles appear in 
which there seems some measure of agreement. First, all 
are convinced that, although such a procedure may suggest 
the locking of the stable door after the horse has gone, 
irrigation of the conjunctival sac must be undertaken 
promptly and vigorously. Unfortunately there is a good 
deal of disagreement as to what type of irrigant should be 
used. Some authorities contend that as “D.E.S.” is readily 
fat soluble, an oily medium is best; but this argument 
ignores the fact that oily solutions are apt to hang around 
in the conjunctival sac, and this would mean that the 
harmful agent, although in solution, would tend to remain 
in contact with the eye longer than otherwise. Others 
say that although “D.E.S.” is relatively insoluble in water, 
yet watery lotions, mainly as a result of mechanical action, 
result in a more satisfactory cleansing of the eye. 
Regarded mainly as a first-aid procedure, I am inclined to 
agree with the latter contention. Oily solutions, which are 
lubricating and soothing, may be used later, when the bulk 
of the gas has been removed by mechanical means. 

Certain French ophthalmologists have gone on different 
lines altogether, and pin their faith to hypertonic solutions, 
with the resulting osmosis and withdrawal of fluids. With 
this method the name of Bonnefon is particularly 
associated. He recommends a saturated solution of sodium 
sulphate, 800 parts mixed into 200 parts of syrup of sugar. 
His claim is that the patient provided with this solution 
ean irrigate his own eyes, and thus obviate the necessity 
of being looked after by attendants who may be more 
urgently needed elsewhere. This solution soon becomes 
tainted with the gas, and therefore irritant; it must be 
changed regularly. This means of treatment has not, so 
far as I know, any experimental backing, and theoretically 
at any rate it is open to objections. In the irritative stage 
of the lesion there is often considerable conjunctival 
swelling and chemosis, making the opening of the lids 
difficult and therefore hindering drainage; and anything 
which would tend to exacerbate this state of affairs, as 
hypertonic solutions would, seems to be contraindicated. 
A number of surgeons, however, seem to be in favour of 
it, and in view of the unsatisfactory results of other 
methods, it would seem to be at least worth a trial. 

So much for the washing out of the conjunctival sac, 
which all authorities seem to be convinced must be our 
first care. Now we can consider other remedies which may 
be of assistance. It is rather remarkable that despite the 
destructive nature of the injury, pain is not a prominent 
symptom—that is, not agonizing pain. Should it be severe, 
however, it must be coped with, and the question is: How? 
One thing all authorities are agreed on, and that is that 
cocaine in any strength is contraindicated. The corneal 
epithelium has been sufficiently devitalized as it is, and 
the drying effect of cocaine superadded might well be 
disastrous. “Dionin”, a morphine derivative, has been 
suggested as a substitute, and a weak solution (05% to 
2%) is our best stand-by. As well as being analgesic it 
is a lymphagogue and local irritant, so that if it is used in 
too great strength, it is apt to increase existing chemosis. 
Some of the later modifications of cocaine, “Decicain” 
and procaine, are less harmful than cocaine; but probably 
weak “Dionin” is preferable. 

Owing to the nature of the injury, in all cases there 
will be some signs of keratitis and therefore secondary 
iritis, and this necessitates atropine in some form to 
minimize irritation and forestall posterior synechie. For 
patients aged under forty years, atropine, in the form of 
ointment or of oily drops, is indicated, as homatropine is 
not sufficiently powerful. For elderly people homatropine 
is safer, owing to the possibility of the onset of glaucoma. 
The ointment form of the drug is probably the most useful, 
as the fatty base lubricates the edges of the lids, prevents 
them from sticking together and thus promotes drainage. 

In this paper I am confining myself practically entirely 
to the immediate treatment of the condition—that stage 
which is most likely to come under the care of local 
medical officers and lay assistants. Later stages are a 
matter for the specialist, and unfortunately, up to now, it 
appears that there is precious little he can do. I should 
like to end the talk on treatment with a summary issued 
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by an old colleague of mine in London, Myles Bickerton, 
given to the first-aid authorities under his control. The 
instructions are classified under two headings: first, those 
applicable to all cases; second, those for severe cases. 
Under the previous heading the instructions are: (a) 
Irrigate with luke-warm fluids with eyelids gently closed, 
if possible with an undine; and the lotions quoted in order 
of preference are sodium bicarbonate solution, boracic acid 
solution, normal saline solution and clean water. (b) Use 
oily drops, paraffin or cod liver oil. Bickerton recommends 
that patients keep their eyes gently closed and allow the 
free flow of tears. No bandage should be used. In serious 
cases, Oily atropine or homatropine should be _ used, 
according to age. Cocaine should not be used and the lids 
should not be pulled apart. He ends on a typically 
Bickertonian note by observing: “Prevention is better 
than cure, and your gas mask gives protection.” 


I should not like, however, that anything in my previous 
remarks should give the impression that I take a defeatist 
outlook with regard to treatment. It is true that at the 
moment we can discern little difference in the immediate 
results between the treated and the untreated cases. I am 
firmly of the opinion, hewever, that the final prognosis is 
better the more promptly and more energetically the 
patient is cared for, and in any case he is rendered more 
comfortable at the time, and gains confidence from the fact 
that something is being done. 


Reports of Cases. 


MBNIBRE’S DISEASE AND GOUT. 


By Pavut G. Danr, 
Melbourne. 


THe many discussions upon vertigo in recent years 
provide an excuse for the following notes. I have followed 
very carefully all discussions appearing in medical journals 
upon Méniére’s syndrome during the last few years, but 
there is one cause for this malady that I have never 
seen mentioned, namely, gout. 


Clinical Record. 


The history I wish to relate is as follows. Ten years 
ago, at the age of forty-six years, the patient was suddenly 
seized one evening just after an emotional upset with a 
very severe attack of vertigo, which prostrated him for 
several days. For two years before this he had had slight 
tinnitus in his right ear, which had been pronounced as 
neurotic by an aural surgeon. After the first attack of 
Méniére’s disease he was incapacitated for six months 
and suffered several further attacks of great severity. 
He had his tonsils removed; one at least was definitely 
septic. The tinnitus and vertigo ceased at once, but 
returned in a few weeks. He had all his nasal sinuses 
opened, and placed himself on a vegetarian diet. Improve- 
ment followed, but not a cessation of attacks. 


The patient finally consulted a leading physician of 
Melbourne, a friend of many years’ standing. The latter 
went very carefully into his past history and elicited from 
him the fact that he had suffered from two typical attacks 
of gout. The patient then recalled that his father, a man 
of very powerful physique, had suffered two very severe 
attacks of vertigo when he was about fifty years of age; 
he also suffered from atypical gout. 

The patient was advised an anti-gout régime, with 
“Atophan” et cetera, and from then on his condition 
improved and he has had no further attacks for some 
five years. He has constant tinnitus and very depreciated 
hearing in his right ear, and he has had one more definite 
attack of gout. 


I am convinced that gout was a major factor in this 
illness. Such an etiological factor would explain many, 
if not all, of the clinical manifestations of an attack of 
Méniére’s syndrome, apart from those cases which are 
due to middle-ear disease, tumours et cetera. 

A brief description of the typical attack of Méniére’s 
syndrome shows that it has features similar to an attack 
of articular gout. The tinnitus increases, a sense of 
fullness in the ear and mastoid process develops into pain, 
the tinnitus ceases abruptly, and the vertigo comes with 
lightning suddenness; morphine alone gives relief. For 
many hours afterwards the mastoid process is tender to 
touch. Translate these symptoms to a joint and, with 
some slight difference in end-organs stimulated, we have 
two pictures almost identical. There is no doubt that gout 
is a disease which is much more prevalent than is 
generally supposed, and especially among those who are 
not the robust full-blooded types. Gout has gone out of 
fashion now as a diagnosis; it is wise always to keep it 
in mind. A history carefully taken may reveal gout as an 
etiological factor and save much laboratory search after 
the much-maligned streptococci et cetera. I have during 
the last ten years seen two patients who suffered attacks 
similar to those of this patient, and both of them had 
suffered from attacks of gout. 

A question arises as to why gout should attack the 
auditory apparatus. An equally apposite question would 
be: “Why not?” Gout has been described as attacking 
many organs or portions of the body other than joints. 
Here a larger question is touched upon: that of ergan 
inferiority. It is beyond question that disease appears in 
certain families in similar organs—kidney disease, joint 
disease, eye disease. In certain families there appears 
to be an endowment of some organs inferior to that of 
remaining organs, and these organs or systems undergo 
pathological regressions under the influence of noxe. One 
of these noxe is uric acid, or whatever material is 
deposited in gouty processes. 

When the auditory apparatus is an inferior organ, then 
gouty deposits may possibly occur, producing acute dis- 
turbances and degenerating processes. The late Dr. Adler, 
in his conception of neurotic disorders, made great use 
of the facts of organic inferiority, with its concomitant 
release of organ neurosis. This conception undoubtedly is 
of considerable value in the study of neurosis, and if held 
in proper perspective is also of value in the study of 
organic diseases. 


Reviews. 


A BOOK OF ADDRESSES. 


A prominent Canadian practitioner of medicine once 
wrote that if it had done so in no other way, THe MepicaL 
JourNAL or AvustTRALIA had justified its existence by pub- 
lishing Professor F. Wood Jones’s Joseph Bancroft 
Memorial Lecture of 1931 entitled “The Changing Point 
of View”. Every medical reader in the Commonwealth 
has been attracted and has had his interest held by 
Professor Wood Jones’s public utterances. A collection of 
his addresses, under the title of “Life and Living”, will 
therefore receive a warm welcome.’ 

In addition to “The Changing Point of View”, this 
volume contains several addresses published in this journal 
and one, “The Master Surgeon”, that was published in 
The Australian and New Zealand Journal of Surgery. 
The first two chapters, “Mechanism or Vitalism” and “Life 
and Growth”, are the Livingstone Lectures delivered in 
Sydney in 1935. In the first of these the author concludes 
that there is good cause for believing that the materialistic 
doctrines of pure mechanism have had their day in the 


1“Life and Living”, by F. Wood Jones, D.Sc., F.R.C.S., F.R.S. ; 
1939. London: Kegan Paul, Trench, Trubner and Company 
Limited; Australia: Walter Standish and Sons. Demy 8vo, 
pp. 278. Price: 10s. 6d. net. 
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interpretation of life and that we have witnessed their 
passing. “It is likely that we are all on the threshold of 
a new phase of thought in everything relating to life 
and the essential nature of living.” But “what form this 
new phase of biological thought will take it is impossible 
to guess”. In the second the author refers to sterol 
metabolism as “the outstanding problem in the study of 
life and growth”. The third chapter, “The Spirit of 
Adventure”, is the public lecture delivered in Adelaide 
at the Australasian Medical Congress (British Medical 
Association) in August, 1937. In this inspiring address 
the author showed that the quest for truth, the pursuit 
of ideals, the love of beauty, and the striving for a 
mellowed humanity in our ethical relations with our 
fellow men are all part of the spiritual adventure on 
which everyone must enter before it can be said that life 
has been lived to the full. “Disease and Individuality”, 
the Listerian Oration delivered in Adelaide in 1926, is 
eencerned with human diathesis. In “The Master Surgeon” 
the author deals in a fascinating way with the history of 
some of those who built up surgical tradition, and he 
makes a plea for the perfecting of surgical craft at the 
present time. Apart from “The Changing Point of View”, 
already mentioned, the remaining chapters’ include 
“Anatomy and a Life Principle’ and “The Mammalian 
Toilet and its Biological Implications”. “Universities and 
Life” was Professor Wood Jones’s valedictory address 
when he left the University of Melbourne to return to 
England in 1937. 

This book will assuredly achieve a wide circulation in 
Australia; the mere announcement of its publication would 
probably have this result apart from any recommendation 
that this or any other journal might give it. Those who 
have not read any of Professor Wood Jones’s addresses 
have an intellectual treat in store for them. 


OSLER’S “ASQUANIMITAS”. 


MEDICAL PRACTITIONERS of an older generation do not 
need introduction to Osler’s “Atquanimitas”; those of 
recent graduation may not know it. The publication of 
an English reprint of the third (American) edition 
should be good news to the “younger set”. The addresses 
of which this book is composed have been cherished ever 
since their first appearance in 1904. As Sir W. Langdon- 
Brown writes in a preface to this, the English, edition, 
equanimity has never been more needful than it is today. 
Osler’s influence, we are reminded, was irresistible because 
he not only commanded admiration by his intellectual 
gifts, but attracted people by the charm of his personality. 
He declared that happiness lay in absorption in some 
vocation which satisfied the soul; we are in the world 
to add what we can to, not to get what we can from, life. 
Osler gave freely; by enriching his own life he enriched 
that of others. This book, which will keep his memory 
green, should be in the hands of every young practitioner 
of medicine. 


A SYNOPSIS OF SURGERY. 


Hry Groves’s “Synopsis of Surgery” has now reached 
its eleventh edition. This book is so well known as to 
need little description. It is a complete synopsis of the 
classical surgical teaching set out in highly classified note 
form. Most of the sections have been brought right up to 
date, but there are a few rather startling lapses. For 
instance, no mention is made of the use of the duodenal 


1“ #quanimitas, “witha other to Medical Students, 
Nurses and Practitioners of Medicine”, by W. Osler, Bt., M.D.. 
.R.S.; reprinted from the third edition, with a biographical 
note by W. Langdon-Brown, M.D., F.R.C.P.; 1939. London : 
H. K. Lewis and Company Limited. Demy 8vo, pp. 462, with 

a portrait. Price: 7s. 6d. net. 
Hey Groves, M.S., M.D., 


2“A Synopsis of Surgery’, by E. 
B.Sc., FR "CS. Eleventh Edition ; 1940. Bristol: John wright 
and Sons Limited. Crown 8vo, pp. 722, with illustrations. Price: 


lis. 6d. net. 


tube nor of intravenous therapy in the treatment of 
intestinal obstruction. Instead, rectal injections of saline 
solution and occasional drinks of warm water are 
advocated. This latter “causes vomiting and thus washes 
out the stomach”. 

The notes on treatment tend to be rather dogmatic and 
brief even for a book of this type, so that it is hardly a 
suitable reference book for that unhappy “busy prac- 
titioner” who is the scapegoat of so many authors. 
Moreover, it is not a text-book and is not suitable for 
use by students until the larger text-books are read and 
digested. This synopsis is likely, however, to be of the 
greatest service to the student in the last years of his 
medical course, and for him it serves a double purpose. 
It enables him to make a rapid and complete revision of 
his surgical work, and it teaches him to store his 
knowledge in that orderly form so valuable to him when 
faced by the questions in his examination paper. This 
is really the purpose for which the book was written, 
and for this purpose it could hardly be bettered. 


THE CARE OF BABIES. 


Dr. JoHN GisppeNs writes from wide experience in the 
sphere of infant welfare, and “The Care of Young Babies” 
is full of common sense and information on the major and 
minor problems which assail the parents of a young baby.? 

The book is reasonably set out and deals with each 
question in a manner that is convincing and at the same 
time explanatory. The reiteration that breast milk and 
breast milk only is the food par excellence for the baby is 
well timed, as it is the accepted routine by many who 
are unacquainted with the advance of modern mothercraft, 
to advise the cessation of breast feeding on the slightest 
pretext. In this book the mother is directed that on no 
account must breast feeding be set aside until all difficulties 
have been investigated in an accurate and _ scientific 
manner. 

Data and observations on growth and development, 
nursery routine, management and care are given in detail. 
Such decisions as the time for protection against smallpox 
and diphtheria and the necessity for circumcision are 
dealt with. In fact this book fills a gap in the literature 
available for the mother. Actually the standards set down 
for artificial and complementary feeding deviate from those 
adopted in this country. 

This book is valuable from many points of view, not the 
least of which is the indication that infant feeding and 
mothercraft, while following main general lines, have 
become exact sciences, applicable to the individual and 
not to infants en masse. 


PHYSICAL SIGNS IN CLINICAL SURGERY. 


Tue seventh edition of Hamilton Bailey’s well-known 
book “Demonstrations of Physical Signs in Clinical 
Surgery” has just been received.2 Last year a German 
edition appeared, and it is stated that Portuguese, Italian 
and Dutch editions are in course of preparation. 

The addition of historic footnotes to lighten the burden 
of proper names is an innovation that will be appreciated. 
Criticism of a publication of such excellence seems 
ungracious; but it is surely incorrect to say that the 
earrying angle is reduced in fractures of the medial 
epicondyle. In internal hemorrhage guessing the quality 
of the blood by a pin prick does not commend itself, nor 
does the implied suggestion that a fall in hemoglobin is 
an immediate happening. 


1“The Care of Young Babies”, by. J. Gibbens, M.B., MRCP. 
with a foreword by R. Hutchinson, Bt., M.D., M:R.C.P. London: 
J. and A. Churchill Limited. Crown’ &8vo, pp. 178, with illus- 
trations. Price: 3s. 6d. net. 

2“Demonstrations of Physical Signs in Clinical Surgery”, 
by H. Bailey, F.R.C.S.; Seventh Edition, revised; 1940. 
Bristol: John Wright and Sons Limited. Medium 8vo, pp. 


' $22, with ee illustrations, some of which are in colour. 


Price: 21s. ne 
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Noticeable among the omissions inevitable even in a 
book of such masterly cenciseness are the red tongue of 
sepsis, cracks at the angles of the mouth in achlorhydria, 
foreign body as a cause of unilateral nasal discharge, 
measurement in recording facial asymmetry due to torti- 
collis, the need for the examination of the spine in sternal 
fractures, and the value of edema as a sign of osteomyelitis. 

Teachers and students alike are under a deep debt of 
gratitude to Mr. Hamilton Bailey for the standard he has 
set in the production of surgical text-books and for this 
further improvement in an already invaluable work. 


HISTAMINE AND INSULIN SHOCK THERAPY. 


“Tue Histamine and Insulin Treatment of Schizophrenia 
and other Mental Diseases”, by Horace Hill, introduces to 
the field of psychiatry yet another modification of shock 
therapy... Whilst giving an account of theoretical con- 
siderations and technique of this mode of therapy, the 
author devotes nearly two-thirds of this small book to 
descriptions of cases in which this treatment was used. 
Although the substance of this book may prove an impor- 
tant contribution to the treatment of mental disorders, 
the manner and style in which the subject has been 
presented appear to be somewhat unimpressive. There are 
many omissions regarding actual details of treatment, and 
a great deal has been left to the imagination of the reader. 
The author attempts to justify this method as being on 
a rational basis and in accordance with physiological 
principles. He points out that histamine is the substance 
which is effective in any form of shock therapy and that, 
combined with insulin, it stimulates the normal oxidation 
processes and has a_ beneficial effect on the glucose 
metabolism of the brain. Treatment is alleged to be not 
unpleasant, and it has the added advantage that non- 
poisonous doses are used and that repeated shocks are 
given without injury to the tissues and without the 
production of a convulsion. The author claims that, 
although the results in early cases are much the same as 
in convulsive methods, the results in long-standing cases 
are infinitely better. The book can be recommended to all 
psychiatrists. 


jotes on Wooks, Current Journals and 
Mew Appliances. 


ST. THOMAS'S HOSPITAL CLINICAL REPORTS. 


Tue fourth volume of St. Thomas's Hospital Clinical 
Reports (Second Series), bearing the date 1939, has been 
received? The publication is most attractively got up and 
reflects great credit on both the editors and printers. The 

articles cover a wide range. Oxygen therapy is discussed 
by J. Forest Smith and B. A. McSwiney. J. S. Richardson 
reviews the male sex hormone. H. Gardiner-Hill and J. 8. 
Richardson report macrogenitosomia in one of twin boys 
in whom no pathological lesion could be demonstrated; 
they review the recognized causes and discuss the role 
of the pineal body. A. J. Wrigley writes on the investiga- 
tion and treatment of vaginal discharge; he draws par- 
ticular attention to the abuse of the douche and to the 
value of e@strin preparations in the treatment of vulvo- 
vaginitis in children and elderly women. W. A. R. Thomson 


1“-'The Histamine and Insulin Treatment of 
and other Mental Diseases”, by H. Hill, M.R.C.P. 1940. 
London: Bailliére, Tindall and Cox. Crown 8vo, pp. 138. 
Price: 6s. net. 

2“St. Thomas’s Hospital Reports”, gf by O. L. V. S. 
de precio and C. yl Page, assisted . R. Barrett, 
J. * Cc. Elkington and A. J. Wrigley; Secpha Series, Volume 
IV; 1939. London: St. Thomas's Hospital. Royal 8vo, pp. 198, 
with illustrations. Price: 10s. net. 


writes on acetylcholine and potassium in relation to cardiac 
function. W. G. Barnard describes the changes leading 
to the closure of the ductus arteriosus. J. St. C. Elkington, 
in a paper on cerebral abscess, points out that unsatis- 
factory results make careful study of the subject impera- 
tive. W. J. Griffiths makes observations on the relationship 
of insulin resistance to liver function, as estimated by 
hippuric acid synthesis in thyreoid disease. In an article 
on empyema thoracis, R. Besley shows that the commonest 
cause of chronic empyema is mismanagement of the acute 
stage; he holds, therefore, that its treatment is prevention. 
J. B. Harman writes on the surgical treatment of gastro- 
duodenal hemorrhage. In an article on thorium-X irradia- 
tion E. W. Prosser Thomas shows that its main value in 
the strength employed is in the treatment of very super- 
ficial affections of the skin. D. F. A. Neilson, in a 
contribution on orbital inflammation, insists that the 
condition is primarily a nasal infection and that open 
operation should be undertaken at a very early stage. 
M. D. Nosworthy, in an article on respiration, makes 
special reference to asphyxia neonatorum and its treat- 
ment. C. C. N. Vass writes on the estimation of the 
water-soluble vitamins in body fluids. 


WAR WOUNDS AND AIR RAID CASUALTIES. 


Tuose who have read the annual report of the Council 
of the British Medical Association that has been published 
recently in the supplement to The British Medical Journal 
will have noted with satisfaction that the publication in 
book form of special articles that have appeared in that 
journal has been successful. To the volumes on treatment 
in general practice has now been added one on war wounds 
and air raid casualties. Members of the Association have 
already had an opportunity of reading those articles as 
they originally appeared; to have them bound in one 
volume that is got up in an attractive way will be useful. 
The articles are written by recognized authorities, and 
cover the surgical, chemical and psychological aspects of 
the subject. In the circumstances, to review these articles 
or even to enumerate them would be superfluous. They 
are of such practical value that this book should be in 
the hands of all who in this country have to deal with the 
provision and staffing of air raid shelters, as well as of 
those who intend to go on active service overseas. 


LIST OF DRUG SYNONYMS AND TRADE NAMES. 


Tue Drugs Subcommittee of the Australian Association 
of Scientific Workers has compiled for the Pharmaceutical 
Association of Australia and New Zealand a list of drug 
synonyms and trade names.? This brochure has been edited 
by Dr. Adrien Albert, of the department of organic 
chemistry in the University of Sydney. It is stated in the 
introduction that owing to war conditions the medical 
practitioner may experience difficulty in obtaining certain 
“branded articles”. This list has been compiled to suggest 
some alternative preparation when one commonly pre- 
scribed is unobtainable. It would thus appear that the 
Australian Association of Scientific Workers has performed 
a useful service. It should be noted that no claim is 
made in regard to completeness, and medical practitioners 
will therefore be helping the publishers if they respond 
to the invitation to draw attention to any errors or to 
suggest useful additions. 


1“War Wounds and Air Raid Casualties. Articles Repub- 
lished from the British Medical Journal”; 1939. es: H. K. 
Lewis and Company Limited. Demy 8vo, pp. 268. Price: 
10s. 6d. net. 

2“List of Drug Synonyms and Trade-Names’’, compiled for 
the Pharmaceutical Association of Australia and New Zealand 
by the Drugs Subcommittee of the Australian Association of 
Scientific Workers, edited by A. Albert, Ph.D., B.Sc.; 1940. 
Melbourne: Pharmaceutical jation of Australia and New 
Zealand. Foolscap 8vo, pp. 4 
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Ail articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, full 
date (month, day and year), number of the first page of the 
article. If a reference is made to an abstract of a paper, the 
name of the original journal, together with that of the 
journal in which the abstract has appeared, should be given 
with full date in each instance, 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


THE JOURNAL’S NEW STYLE. 


Wirn this issue Tne Mepica, JouRNAL OF AUSTRALIA 
appears for the first time in a new garb. The Newsprint 
Rationing Regulations introduced by the Commonwealth 
Government have compelled us to effect a considerable 
reduction in the amount of paper used for the journal. 
At first it appeared from announcements in the daily 
newspapers that they alone would be affected by the 
regulations, which became effective as from July 1, 1940. 
When it became clear that this journal came within the 
scope of the new regulations a good deal of material had 
already been set in the usual type; for this reason the 
four issues of July, though reduced in size, have been 
published in the usual style. Were the customary type to 
be used from now on with a smaller quantity of paper, 
it would be necessary to refuse contributions worthy of 
publication and to leave unchronicled many of the activities 
of organized medicine in Australia. Rather than do this, 
we have chosen to set the whole journal in a smaller 
type. All 10-point type has been discarded and 8-point 
has been substituted; most of the maiter previously set 
in 8-point will appear in 7-point and more 6-point material 
will be used than heretofore. 


be obviated. That the journal may give to the medical 
profession the best service that is possible in the circum- 


stances, intending contributors are invited to be concise 


and brief; at the same time we would insist that while 
many short papers are too long, some of the larger papers 


In this way a great deal | that some observers no longer regard rheumatic nodules 


of the curtailment of space imposed by the regulations will | 


cannot and should not be shortened. We feel confident that 


the readers of this journal will accept the new arrange- 


acquiescence. 


RHEUMATIC HEART DISEASE. 


In his article on rheumatic heart disease published in 
this issue Dr. H. Boyd Graham, who enjoys authority on 
the subject, has been successful in two directions. He has 


shown that the investigators of half a century ago were | 


both shrewd and gifted with discernment, that, as he puts 
it, their observations have stood the test of time, that 
clinical facts described by them are continually being 
“rediscovered”, and that in our campaign against rheu- 
matic fever and heart disease we can use their work as 
a starting point. He has also summarized and made 
valuable comments on recent work on this interesting 
though perplexing problem. Dr. Graham’s contribution 
is the more welcome because this journal has for some 
years pleaded for more intensive study of rheumatism. 
It was for this reason also that prominence was given in 
April last to a report by Dr. C. B. Sangster on the 
epidemiology of rheumatic infection in South Australia. 

Perhaps the first discouraging fact in regard to 
rheumatic infections is our inability to-determine what 
conditions should be included in the term rheumatism. 
Dr. Graham has mentioned this in his reference to the 
“unitary theory”; and it is interesting to note that in 
the “Sixth Rheumatism Review” by P. S. Hench and his 
fellow observers,’ which has been published since Dr. 
Graham read his paper, “the layman’s broad anatomic 
concept of rheumatism” has been retained, as in previous 
reviews by the same workers. As a matter of fact, Hench 
and his co-workers use a wide dragnet and devote large 
sections of their review to gonorrheal arthritis, tuber- 
culous arthritis, pneumococcal arthritis, typhoid arthritis, 
and so on. Perhaps it should be explained that though 
the review is called the “Sixth Rheumatism Review”, the 
title of the whole article is “The Problem of Rheumatism 
and Arthritis”. To include all forms of arthritis in a 
review of rheumatism would surely imply a belief in an 
etiological factor possibly common to all of them. This 
does not, however, help us very much with acute rheu- 
matism and rheumatic carditis. As Dr. Graham shows, 
much importance attaches to the occurrence of rheumatic 
nodules. His views and his theory are interesting and 
follow logically on the conception of the pathology of 
the disease by the authors whom he has quoted. But 
here again opinions are divided. On the one hand we 
have the view of authors quoted by Dr. Graham, that 
the rheumatic nodule is the cardinal lesion in rheumatism 
and is akin to the foci found in the connective tissue 
of the heart—the Aschoff bodies. There is also the view 
that rheumatic nodules are identical with those associated 
with the condition known as rheumatoid arthritis. In 
his latest review Hench and his collaborators point’ out 


as pathognomonic of rheumatic fever. Hawthorne is 
quoted as holding that no absolute distinction has been 
established between the nodules of rheumatic fever and 
those seen in atrophic rhinitis and other conditions. 
Findlay came to the conclusion that the nodules were 
similar to those of atrophic arthritis—he did not regard 
the granuloma as pathognomonic of rheumatic fever; he 


| was convinced that in many instances the giant cells or 
ments with cheerful, or at least with non-complaining, | 


the Aschoff bodies did not originate in fibroblasts, but 
were composed of detached pieces of degenerated heart 
muscle. McEwan, using supravital staining methods, 
found that rheumatic nodules and arthritic nodules were 
very similar. Again, Keil concluded that rheumatic 
nodules were sufficiently different from those occurring 
in atrophic arthritis to warrant their distinct separation. 
Further, it is interesting to note that only last year 


1 Annals of Medicine, March and April, 1940. 
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Ludwig Aschoff, in an article on the rheumatic nodules 
of the heart, wrote that he could “state emphatically” 
that the rheumatic nodules appearing in the myocardium 
were specific to rheumatic fever, or, as he calls it, the 
Bouillaud-Graff disease* Dr. Graham’s use of the word 
chaos may well be extended to other aspects of the problem 
than that of classification. But neither chaos nor obscurity 
is reason for despair; rather are they a challenge to 
further effort, and with that statement this aspect of the 
subject must be left. 

The final aspect to be mentioned is that of treatment, 
and this may be discussed under two headings—the treat- 
ment of the individual patient and the prevention of 
rheumatism, or what is known as the campaign against it. 
With the first of these Dr. Graham has dealt in a short 
but precise way; there is no need to discuss it further. 
The campaign against rheumatism is a vast subject—too 
vast for any attempt at lengthy discussion in the present 
instance. Some views quoted by Hench and his fellow 
workers may, however, be stated. Fox has declared that 
the requisites for a successful campaign against rheu- 
matism include: the establishment of an _ intelligence 
department to obtain adequate information on all aspects 
of the problem, a definite policy and plan of action, and 
finally, action. He holds that since few campaigns can 
afford to wait until intelligence is complete, tentative and 
even experimental advances are justified. With this most 
workers will agree; but it must be remembered that there 
is a tendency in preventive medicine, as in most human 
activities, to accept action as completely justified when 
once it has been started. Even if complete preliminary 
surveys were made before action directed against rheu- 
matism was undertaken, investigations would still be 
necessary to control the action and to estimate its effect. 
To give some idea of the organization deemed necessary 
for the success of a campaign against rheumatism, the 
following recommendations, taken from the writings of 
British authors and quoted in the “Sixth Rheumatism 
Review”, may be quoted: (a) the establishment of a 
central bureau for the collection and distribution of 
statistics; (b) a study of public health problems relating 
to the development and prevention of rheumatic diseases; 
(c) the adoption by public health authorities of legal 
weapons to cope with predisposing and precipitating 
factors; (d) the prevention of dietary deficiency amongst 
children; (e) the training of children in proper posture; 
(f) increased dental care of juveniles; (g) prevention of 
undue fatigue among children and workers; (h) social 
welfare work in industry to minimize mental as well as 
physical strain; (i) the establishment of rheumatism 
departments for the care of in-patients in every general 
hospital; (j) the establishment of rheumatism clinics or 
centres for out-patients, preferably as part of a general 
hospital; (k) the establishment of consultation centres; 
(1) the extension of research into the cause of rheumatism 
and into the comparative value of different forms of 
treatment; (m) the establishment of more post-graduate 
schools in “rheumatology”; (n) the training of specialists 
in rheumatism; (0) a uniform plan of history taking; 
(p) a uniform scheme for the estimation of the results 
of treatment; (q) a change in national health insurance 
to allow payments for physical therapy; (r) the main- 
tenance of adequate after-care of rheumatic patients; (s) 


1 Annals of the Rheumatic Diseases, July, 1939. 


a study of comparative rheumatism—how articular disease 
affects animals. This is a formidable list; if it represents 
the ideal, Australia still has to undertake a good deal of 
organization. Some of the recommendations listed above 
are already effective in this country; many of the 
remainder could without much difficulty be adopted. The 
main thing is not to become apathetic about the whole 
affair. We need not despair of the ultimate centro] of 
rheumatism. 


Current Comment. 


WHAT IS HOMEOPATHY? 


To those of us who have thought of homeopathy as a 
quaint superstitious form of therapy which died with the 
last century, it is of interest to see amongst the month’s 
new books one on the principles and practice of home- 
opathy by C. E. Wheeler, M.D., well got up by one of the 
leading medical publishers This book proves to be very 
well written, and it shows a good appreciation of orthodox 
medicine and surgery and liberally acknowledges their 
place in the treatment of disease. It is only fair that we 
should follow the author through his exposition of 
homeopathy and see how libera! we can be in return. 

Many persons mentally associate homeopathy with the 
phrase “a hair of the dog that bit”, although it may be 
realized that the application of this phrase to a tipple on 
the morning after the night before is not the whole of 
homeopathy. The rule of homeopathy, however, is that 
“likes should be treated with likes”—‘similia similibus’— 
and, according to Wheeler, whenever this rule is followed, 
even unconsciously, homeopathy is practised. This rule 
was propounded by S. C. Hahnemann (1755-1843), a 
German physician, who was the father of homeopathy. 
It was Hahnemann who made the fundamental observation 
on which the system is based, namely, that there may 
usually be found a resemblance, often with an almost 
startling parallelism of detail, between the symptom 
complex of a disease and the picture of the effects of some 
drug on healthy persons. Hahnemann’s general rule, 
however, that disease is curable by the administration of 
drugs which produce symptoms in the healthy like those 
of the disease itself, seems like a non sequitur. It seems 
that first of all the rule was a supposition resulting from 
his discovery that cinchona bark could produce upon 
himself symptoms, even some of the lesser ones, of an 
attack of ague. Later it was a generalization, when by 
a study of the literature he found many examples of cures 
by “similar” remedies. He devoted his life to experiment 
arising out of this observation. First he tested the 
effects of all kinds of drugs upon the healthy, which he 
called “proving” them; then, as the symptoms they pro- 
duced were defined, they were administered to persons 
exhibiting similar symptoms and their effects were noted. 
It is stated that Hahnemann’s colossal labours “confirmed 
his belief in his great generalization”, that homeopathy, 
in short, rests upon experiment. 

Homeopathy, then, is a rule of practice for the adminis- 
tration of drugs, and, for that matter, of other physical 
agents. It demands a knowledge of the effects of drugs 
upon the healthy, and this knowledge its materia medica 
seeks to supply. It is stated to be but a branch of 
therapeutics, an addition to the resources of the physician, 
not an impediment to the use of any other treatment 
justifiably prized. The basis of homeopathy upon symp- 
tomatology is emphasized: the basis of disease upon a 
parasitic materies morbi or upon subtle but important 


Introduction to the and _ Practice of 
Homeopathy”, by C. E. Wheeler, M B.Se.; Second 
Edition, revised with the assistance of J. 5 wt M.B., 
Ch.B., LR.C.P., B.Se., and F. H. Bodman, M.D., Ch.B.; 1940. 
London: William Heinemann (Medical Books) Limited. Demy 
8vo, pp. 352. Price: 15s. net. 
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changes in metabolism rather than upon the symptoms 
by which it is recognized does not, in the view of the 
homeopath, imply limitation of the efficacy of treatment 
directed solely to the latter. However, the exponents of 
homeopathy claim that vaccine therapy, whereby the 
extrinsic materies morbi is used to produce antibodies to 
disease, is analogous to homeopathy. Disease, it is 
pointed out, is an affair of the reactions of protoplasm. 
It is stated in Arndt’s law that small stimuli encourage 
life activity, medium to strong stimuli tend to impede it, 
and very strong stimuli tend to destroy it; and many 
drugs, when given in small doses, have effects opposite to 
their effects when given in large doses. Drugs given to 
persons in health will act upon certain cells and tissues 
according to their individual “affinities”. The homeopaths 
argue that when by symptoms thus produced we know 
that a drug can influence this or that set of cells, then 
one may use a small though not necessarily infinitesimal 
dose of the same drug to stimulate the same set of cells 
if they are oppressed by disease. 

The preparation of remedies for use according to the 
principles of homeopathy is not complicated. From 
medicinal plants tinctures are prepared in the customary 
way, with the proviso that homeopaths desire the fresh 
plant to be used if possible, and generally the whole of it, 
from root to flower. Orthodox pharmacy is more concerned 
with the separation of active principles from plants. The 
reason for the homeeopaths’ difference is not explained; 
but “the very strongest possible tincture” is made and 
called the “mother tincture”. From this successive dilu- 
tions, or “potencies” as they are called, are made. The 
“first potency” consists of one drop of the tincture added 
to and thoroughly agitated with nine or ninety-nine drops 
of a neutral fluid, usually spirits of wine. A drop of the 
first potency added to nine or ninety-nine drops of the 
neutral fluid forms the “second potency”, and so on. The 
process of successive dilution is known as “potentization”. 
It the tincture has been diluted up to a million times the 
product is spoken of as a “low potency”; if from a 
million to a trillion times as a “medium potency”; and 
if more than a trillion times as a “high potency”. Drugs 
are often employed diluted to the two-hundredth potency; 
that is to say that one minim of the drug would be dis- 
tributed in 10 gallons of alcohol. There is not nearly 
as much alcohol in all the world; but if there were, one 
would give the patient a tablespoonful of the solution and 
await the pharmacological effect of the quota of the minim 
of the drug which it contained. For mineral substances 
the principle of separation is similar. If the mineral is 
insoluble in alcohol but soluble in water, then distilled 
water is used for the lower potencies at any rate, though 
a proportion of alcohol is added when the higher ones 
are reached. If the substance is an insoluble one, like 
gold, lead or silica, it is prepared by prolonged trituration 
with sugar of milk. However, when the third centesimal 
potency is reached further potencies can be made with 
aleohol and water, “for prolonged trituration appears to 
produee a physical change converting these insoluble sub- 
stances into the colloidal state, in which they can be 
suspended in a fluid medium indefinitely”. 

It is when the process of potentization is explained to 
us that we lose patience with the homeopath: this is 
not natural science, but pseudo-science, like astrology and 
cheiromancy. We are apprehensive when we think that 
it may be relied upon by people very sick and in urgent 
need of all the art and true science of medicine. We look 
back over the rules and theory of homeopathy and inspect 
critically the hiatuses of logic to which we gave the benefit 
of the doubt. The homeopath, however, is ready for such 
an outburst, which would not be the first he has heard in 
the last hundred years, and quietly reminds us that 
enzymes, which have far-reaching physiological effects, act 
when present in only very minute amount, and suggests 
with more wit than reason that the mode of action of 
homeopathic remedies may be analogous, for “no man 
now believes that a drug acts simply by virtue of its 
mass”. Another analogy which he draws is with radio- 
activity, which “cannot be rinsed out of a radio-active 
vessel, though each successive rinsing is radio-active’’. 
An equally good but more easily explicable analogy would 


have been the impossibility of rinsing tuberculin from a 
glass vessel. It is suggested, again with more wit than 
reason, that homeopathic pharmacy causes at a certain 
stage the development of a physical force which can 
thereafter be transmitted to succeeding potencies, 
indestructible by dilution, but destructible by heat. Finally 
he maintains that the proof of the pudding is in the 
eating, and states that nearly all inquirers first make 
use of small material doses but are generally led on by 
successful experience to add to their first experiment in 
the heresy of the homeopathic generalization the heresy 
of using the infinitesimal dose, and this notwithstanding 
the derision of colleagues. The homeopath insists that the 
high potencies have a real and sometimes superlative 
power when the drug chosen is the specific “simillimum”. 

The homeopathic materia medica comprises a great 
variety of drugs, many of which are much used by the 
orthodox physician; but many again, on which great 
reliance is placed, are little known outside homeopathy. 
More than three-quarters of Wheeler’s book is taken up 
by an account of the “provings” and indications for 
thirty-one of these drugs; and this part of the book is 
not well set out. It reads much more like a seventeenth- 
century herbal than a modern text-book. For instance we 
are told that “phosphorus is on the whole a right-sided 
remedy and more suitable to complaints (for example, 
pneumonia) of the right side’, that “the general modalities 
of thuja are worse during the waxing moon”, that “females 
seem on the whole more susceptible to platinum than 
males”, that “sepia is said to act best on brunettes and 
is especially suitable to tall, slim females with narrow 
pelvis and lax muscles”, that “natrum muriaticum [salt] 
is one of the most profound remedies for chronic diseases, 
though only those who habitually use high potencies value 
it greatly”. Can it be possible that very sick people who 
take a sudden turn for the better often owe their recovery 
to a drink of tap-water, no doubt containing many powerful 
chemicals in high potency? It seems on the face of it 
that homeopathy is still riddled with superstition, and 
perhaps many of its cures, like some of those of the 
orthodox physician, are due more to the healing power 
of Nature and to the rapport between doctor and patient 
than to the contents of the medicine bottle. 


BLOWFLY STRIKE IN SHEEP. 


In 1933 the Joint Blowfly Committee appointed by the 
Council for Scientific and Industrial Research and the 
New South Wales Department of Agriculture published 
a report on the sheep blowfly problem in Australia. This 
report was discussed in THE MeEpICAL JOURNAL OF AUSTRALIA 
of May 13, 1933. The report showed that blowflies which 
attack sheep are divided into two main groups—primary 
and secondary flies. The primary flies are able to initiate 
strike in sheep; secondary flies confine their attacks to 
areas already struck. The lesion produced by the secondary 
fly is more serious than that caused by the primary fly, 
because the maggots invade the skin more extensively. 
Stress was laid on the magnitude of the problem, and 
two points called for special mention—the reduction of 
susceptibility of the flock by selective breeding, and the 
possibility of discovering a parasite that would destroy 
the blowfly. In a second report just issued the latter is 
not mentioned, but the former is emphasized. Arguments 
are advanced against the view that the breeding of sheep 
with an unwrinkled breech (one unlikely to be affected by 
strike) will lower the quality of wool. The Mules opera- 
tion or removal of the medial crutch fold is advocated as 
well as jetting with calcium arsenite; tails should not be 
excessively docked. The ideal dressing has not been found, 
but we are reminded that boracic acid is harmless to the 
sheep and toxic to the maggot. This second report, which 
is issued free of charge, shows that much more work 
remains to be done on this subject. 


1Council for Scientific and Industrial Research of the Com- 
monwealth of Australia. The Prevention and Treatment of 
Blowfly Strike in Sheep; Report No. 2, by the Joint Blowfiy 
Committee; 1940. Melbourne: The Council for Scientific and 
Industrial Research. Medium 8vo, pp. 45. 
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Abstracts from Medical 
Literature, 


OPHTHALMOLOGY. 


Operative Treatment of Advanced 
Glaucoma. 


WEEKERS AND BONHOMME (Ophthal- 
mologica, April, 1940) consider that it 
is not sufficient to reduce tension to 
normal in glaucoma when _ central 
vision is impaired. It is desirable to 
produce permanent hypotension. They 
state that not only does iridencleisis 
give the best results, but that it is 
harmless and the least disfiguring. 
Central vision is not further reduced 
by it, and sometimes an improvement 
ot the remnant of peripheral vision is 
found. The authors have analysed a 
series of very advanced cases of 
chronic glaucoma and two cases of 
subacute glaucoma, and the average 
tension was reduced from 45 to 14 
millimetres of mercury, presumably. 
They dismiss the criticism that it is 
unwise to leave iris in the wound 
by stating that, provided the surgeon 
uses the correct technique, the eye does 
not even show the post-operative 
synechie that are frequently found 
after a sclero-corneal trephining 
operation. 


Sympathetic Ophthalmia and 
“Atophany!”. 


J. H. Coppez (Bulletin de la Société 
belge d’ophtalmologie, Volume LXXIX, 
1940, page 20) treated a_twenty- 
five year old man _ according to 
Buckler’s method, and though obvious 
signs of sympathetic ophthalmia were 
present two months after a _ limbal 
injury, vision of °/,, was obtained and 
the condition was arrested. After a 
trial of the usual treatment, five intra- 
venous injections of “Atophanyl’ and 
two of milk (temperature 38° to 39° C.) 
during a period of seven days, the 
patient’s condition had improved so 
much that he was allowed to go home, 
where his doctor gave him daily intra- 
muscular injections of “Atophanyl”. 
After ten days the condition had 
relapsed and he returned to hospital. 
After an intravenous injection of 
“Atophanyl” and another milk injec- 
tion (temperature 37° C.) an injection 
of one cubic centimetre of medicinal 
turpentine was given into the left 
flank to form an abscess of fixation. 
Abundant pus was drained from this on 
the ninth day and the wound was 
closed six days later. A year later 
the eye was free from inflammation, 
the fundus and field of vision were 
normal and the corrected vision was °/,». 


Late Ocular Effects of Concussion. 


H. Coprez (Ophthalmologica, March, 
1940) discuses the ocular symptoms of 
the late post-concussional syndrome, 


which are of a fairly well-defined type. 


The subjective symptoms are giddiness 
and asthenopia with headache, the 
latter having no muscular or accom- 
modative cause, but being due, like 
the lowering of visual acuity and the 
contraction of the fields, to mental 
fatigue and loss of concentrative power. 
There are associated changes in the 
cerebral circulation and particularly in 
the retinal arteries. Hypertension or 
hypotension is present, or in the early 
stages there is a fluctuation between 
the two. In hypertension the charac- 


teristic ophthalmoscopic appearance is | 


diminution of the calibre of the arteries 
without the reflex or the narrowing at 
vessel crossings which indicates arterio- 
sclerosis. In hypotension the vessels 
are enlarged, the disk is pink. Retinal 


cedema is present at the nasal border © 


of the disk; and scattered yellow spots 
in the macular region appear in both 
conditions. The disturbances of the 
cerebro-retinal circulation are indepen- 

‘dent of the pressure in the general 
or in the cerebro-spinal 
uid. 


Sympathetic Ophthalmia and 
Herpetic Keratitis. 


HALDIMANN (Ophthalmologica, April, 
1940) refers to the rare instances of 
sympathetic disease with intraocular 
tumours or subconjunctival rupture and 
no perforation wound. He describes two 
patients with sympathetic ophthalmia 
following herpetic keratitis. The first 
was aged sixty-two years when, after 
a slight injury, he developed this form 
of keratitis. After a year a mild 
uveitis and optic neuritis was found in 
the other eye. As the injured eye 
was practically blind, it was removed 
and histological evidence of sympa- 
thetic disease was found. The second 
patient was a woman of thirty-one 
years, who, after several relapses of 
disciform keratitis in one eye, developed 
a posterior central keratitis and optic 
neuritis of the other. In the absence 
of sources of infection and serological 
evidence of general disease, a diagnosis 
of sympathetic disease was made. In 
both cases the condition responded to 
treatment with “Atophanyl” and “Cylo- 
tropin” given by the intravenous route. 


Lipin Keratitis of Hurler’s 
Syndrome. 


M. L. Berurner (Archives of Ophthal- 
mology, July, 1939) reports three cases 
of a syndrome first described by 
Gertrude Hurler in 1919. The features 
are dwarfism with gargoyle-like facies, 
deformity of the limbs, enlargement of 
the liver and spleen, and _ corneal 
opacity. The histology is one of infil- 
tration of a lipid-like substance in the 


tissues, and this syndrome may be 
regarded as a fifth member of the 
lipidoses. The other four’ include 


amaurotic family idiocy (Tay-Sachs), 
the Niemann-Pick, Hans-Schiiller- 
Christian and Gaucher syndromes. Slit- 
lamp examination of the cornee of 
the three patients revealed a _ typical 
form of infiltration. One patient died 
after operation. Sections of his cornea 
showed vacuoles in Bowman’s mem- 
brane containing lipid granules. 


Common Wart as an Atiological 
Factor in Conjunctivitis and 
Keratitis. 

A. pe Roérra (Archives of Ophthal- 
mology, March, 1939) considers that 
warts on the eyelids are sometimes the 
cause of conjunctivitis. He relates 
several cases in which healing was 
delayed until the warts were removed. 

The infective agent is a virus. 


OTO-RHINO-LARYNGOLOGY. 


Vascular Fibroma of the Naso- 
Pharynx (Naso-Pharyngeal 
Fibroma). 

STaNTON A. Friepperc (Archives of 
Otolaryngology, February, 1949) is of 
the opinion that the term “naso- 
pharyngeal fibroma” is a misnomer and 


should, on histological grounds, be dis- 
carded. The designation of the tumour 
as “vascular fibroma” or “angiofibroma” 
is perhaps more appropriate. Three 
cases are reported, in which treatment 
by a combination of irradiation and 
surgical diathermy has been success- 
ful. An attempt was made to analyse 
the histological alterations resulting 
from irradiation in these three cases. 
In two definite changes could not be 
observed in sections of tissue removed 
for study before and after treatment. 
In the third the alterations noted 
microscopically were a diminution in 
the compactness of the collagenous con- 
nective tissue bundles, maturation of 
fibroblasts, infiltration of plasma cells 
and definite tibro-cdematous  peri- 
vascular zones producing an apparent 
thickening of the walls of the blood 
vessels. Because the patient had 
reached an age at which involutional 
changes might be expected, it is possible 
that therapy was the factor respon- 
sible for initiation of retrogressive 
changes, particularly since no evidence 
of such changes was apparent in the 
original biopsy taken seven months 
previously. Despite the absence of sig- 
nificant histological changes following 
irradiation in two of the three cases 
reported, a definite decrease in the vas- 
cularity of irradiated areas was noted 
clinically. This clinical alteration 
greatly facilitated subsequent removal 
of tumour tissue. The validity of this 
observation was borne out by an 
attempt to remove a recurrent tumour 
in the maxillary antrum. No irradia- 
tion had been used, and an almost 
uncontrollable hzemorrhage resulted. 
Because of the attachment of the 
tumour to the bones of the base of 
the skull and the involvement of these 
bones by pressure necrosis, it is sug- 
gested that avulsion with the cold 
snare should be abandoned. The com- 
bination of irradiation and _ surgical 
diathermy offers a safe and effective 
method of treatment for vascular 
fibroma of the naso-pharynx. 


Disorders of the Mouth of the 
Csophagus in the Syndrome 
of Plummer-Vinson. 


P. G. Gerurncs (The Journal of 
Laryngology and Otology, March, 1940) 
discusses the disorders of the mouth of 
the esophagus in the Plummer-Vinson 
syndrome and gives a description of 
six cases. He is of the opinion that 
radiological examination and cesophag- 
oscopy are indicated in this condition, 
so that the disturbances at the entrance 
to the wsophagus may be recognized. 
Slight disturbances (stagnation of 
secretion in the sinus pyriformis and 
just above the mouth of the esophagus) 
may be associated with superficial 
ulcerations, spastic and _ cicatricial 
stenosis. The possibility of a carcinoma 
must always be considered. 


Radical Mastoidectomy, its Effect 


on Hearing. 


J. H. Maxwett anp H. J. RICHTER 
(Archives of Otolrayngology, March, 
1940), in an effort to gain further 
knowledge of the effect on hearing of 
radical mastoidectomy, have examined 
fifty patients on whom the operation 
had been performed. They conclude 
that pre-operative loss of hearing seems 
to be determined to a_ considerable 
degree relatively early in the chronic 
suppurative process. A relatively poor 
prognosis for residual hearing after a 
radical mastoidectomy may have to be 
given to persons over forty-five or 
fifty years of age, to those in whom the 
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infection of the middle ear and mastoid 
is of short duration, and also perhaps 
to those who have comparatively good 
hearing before operation, as indicated 
by an average loss in the critical fre- 
quencies of less than 25 or 30 decibels. 
When radical mastoidectomy is con- 
sidered for a patient in whom the 
indications for the procedure are clear, 
the possibility that decreased residual 
hearing may result should not act as a 
deterrent. In the majority of cases 
the chances that the hearing may be 
slightly improved or slightly impaired 
are about equal. In either event the 
average change is less than 10 decibels. 


The Formation of Passavant’s Bar. 


R. H. TOWNSHEND (The Journal of 
Laryngology and Otology, March, 1940) 
discusses the literature and gives his 
own observations on the formation of 
Passavant’s bar. Passavant’s bar is 
formed by the contraction of muscle 
fibres that run round the pharynx 
from the palate in a horizontal direc- 
tion. These fibres are a part of the 
palato-pharyngeus muscle and blend 
posteriorly with the superior con- 
strictor very soon after arising from 
the palate. A facial plane may be 
present between the upper and anterior 
parts of the superior constrictor and 
palato-pharyngeus muscles. This is 
probably the primitive condition and is 
tending to disappear. 


Posture of the Patient in Middie-Ear 
Disease. 


B. Layton (Guy’s Hospital 
Ganstte February 24, 1940) pleads that 
persons suffering from acute infection 
of the upper respiratory tract should 
not be put to bed merely because of 
feverishness; if practicable, treatment 
in an armchair is preferable, unless 
there is need to be careful of the 
heart. In inflammation of the middle- 
ear cleft the erect posture is important; 
drainage through the mastoid region 
and drainage through the tympanic 
membrane do not compare in impor- 
tance with drainage down the auditory 
tube, and this is aided by the upright 
position. The erect posture minimizes 
headache after operations on the nose 
when the nasal cavities are plugged. 


Simple Mastoidectomy. 


Everett H. Toms (Archives of Oto- 
laryngology, March, 1940), in a critical 
analysis of one hundred consecutive 
cases of simple mastoidectomy, con- 
cludes that closure of the periosteum 
aided in the formation of new bone. 
The use of non-compression bandages 
resulted in less post-operative edema 
of the tissues. Mastoiditis was most 
frequent in patients between five and 
ten years of age. Many mothers of 
such children are believed to have been 
infected by them. The frequency of 
mastoiditis was greatest in February 
and March, and least in August, Sep- 
tember and October. Paracentesis was 
believed to be advisable. The optimum 
time for operation was found to be 
during the third week of otitis media. 
Before that time there is little localiza- 
tion, while after that, vital visceral 
structures are more frequently attacked. 
In acute mastoiditis superimposed on 
chronic purulent otitis media simple 
mastoidectomy with the removal of all 
eburnated bone was found to be suf- 
ficient. In recurrent mastoiditis forma- 
tion of new bone was not found in 
less than one year after the previous 
operation. A revision mastoidectomy 
was found to be indicated when sepsis 
with threatening symptoms was present 


or when faulty healing had occurred. 
Cultures of material from the mastoid 
yielded in 54% of cases a Streptococcus 
hemolyticus and in 12% a pneumo- 
coccus. Streptococcic infection was 
associated with fulminating symptoms 
and numerous complicating lesions, 
while pneumococcic infection was prac- 
tically symptomless but caused exten- 
sive destruction of bone. 


X-Ray Diagnosis of Cancer of the 
Accessory Sinuses. 


GeorGeE E. PFAHLER AND Jacosp H. 
VASTINE (Archives of Otolaryngology, 
April, 1940) discuss X-ray diagnosis of 
cancer of the accessory sinuses and 
conclude that to think of the possibility 
of cancer of the accessory sinuses is 
the first essential in the making of a 
diagnosis. Most diagnoses are made 
late, and therefore in most cases the 
condition is incurable. In such a 
serious disease every possible means 
of diagnosis must be utilized. This 
includes the careful taking of the 
history, thorough clinical observations 
and a thorough radiological investiga- 
tion, with an adequate number of pro- 
jections and detailed study; finally, a 
biopsy is essential for the early diag- 
nosis. Cancer involving the accessory 
sinuses varies in its distribution and 
characteristics according to the types 
described. The treatment and manage- 
ment will vary also with these types. 
In some cases irradiation alone will 
give best results. In other types a 
combination of surgical or electro- 
surgical measures and irradiation will 
give best results. Individual considera- 
tion is absolutely necessary in each 
case: the type of disease and its 
location, extent and duration especially 
must be taken into account. 


PAEDIATRICS. 


Capillary Fragility and Ascorbic 
Acid Studies. 


H. S. Rapaport, S. H. MILLER AND A. 
Sicutark (The Journal of Pediatrics, 
May, 1940) have investigated titrations 
of vitamin C content in the blood 
plasma of 150 children and have made 
capillary fragility tests. The figures 
obtained in their series are classified 
as follows: (1) Sixty children, or 40%, 
of the series, were found to have a 
normal ascorbic acid level in the blood 
plasma along with a normal response 
to the capillary fragility test. (2) 
Thirty-two children, or 21°3%, had a 
normal level of ascorbic acid in the 
blood plasma with a_ positive or 
abnormal response to the capillary 
fragility test. (3) Forty-one children, 
or 27°3%, had a subnormal level of 
ascorbic acid in the blood plasma with 
a normal response to the capillary 
fragility test. (4) Seventeen children, 
or 11°3%, had subnormal figures for 
the ascorbic acid content of the blood 
plasma with a positive response to 
the capillary fragility test. The deter- 
minations show parallelism in 51% of 
the cases, whereas in 49% a dis- 
crepancy exists between the response 
to the capillary fragility test and the 


plasma ascorbic acid level. These 
findings clearly indicate that an 
abnormal (positive) response to the 


capillary fragility test does not neces- 
sarily denote a state of avitaminosis 
C, nor does a normal response signify 
adequacy of the vitamin C content in 
the blood. The causes for excessive 
capillary fragility are many, among 


which may be mentioned thrombocyto- 
penic purpura, hemophilia, anaphy- 
lactic purpura, acute nephritis, toxins 
and anemia. Since the vitamin C 
factor cannot be associated in the 
same manner with excessive capillary 
fragility, it is possible that some other 
vitamin factor may be involved. The 
authors suspect that the new vitamin 
substance discovered by Szent-Gy6rgi, 
vitamin P, may be the main factor 
responsible for the maintenance of the 
normal capillary wall. 


Tetany in Infancy and Childhood. 


Fu-?’-anc CHU AND CHIEH SuNG (The 
Journal of Pediatrics, May, 1940) 
present a report based upon the result 
of a study of forty-five patients suf- 
fering from tetany who were seen in 
the pediatric service of the Peiping 
Union Medical College Hospital from 
January, 1921, to July, 1938. The 
criteria for the diagnosis of the 
disease were: (i) hypocalcemia with a 
serum calcium content of eight milli- 
grammes or less per 100 cubic centi- 
metres; (ii) typical attacks of spon- 
taneous carpopedal spasms; and (iii) 
other manifestations of tetany, such as 
convulsions, muscular spasms, Trous- 
seau’s sign, Chvostek’s sign, Erb’s sign. 
For the inclusion of each case in this 
series, two of the three features 
enumerated above were required to be 
present. The authors state that the 
material differs from the cases found 
in Western literature because (a) many 
of their cases (66°7%) occurred in the 
first three months of life, (b) 80% of 
the mothers of their patients showed 
an impaired calcium metabolism during 
pregnancy and lactation, and (c) many 
of their patients suffered from rickets 
during the first three months after 
birth. All three of these factors are 
related. They prove that congenital 
lack of vitamin D and calcium is 


, evidently an important factor in the 


pathogenesis and the clinical charac- 
teristics of infantile tetany as seen in 
Peiping. In regard to treatment it is 
imperative at first to stop the active 
convulsions by some emergency 
measure, such as ether’ inhalation, 
rectal administration of chloral hydrate, 
or hypodermic injection of morphine. 
Since the underlying cause is the 
lowering of serum calcium, the con- 
vulsive seizure may return as soon as 
the temporary effect of the sedative is 
over. The oral administration of cal- 
cium chloride was depended upon 
almost exclusively to correct the 
calcium deficiency. Not only does it 
directly supply the calcium ion, but 
also, by virtue of its acid-producing 
property, it increases the ionization of 
the calcium already present in the 
serum. As soon as the active con- 
vulsions of tetany are under control 
an initial dose of 2-0 to 4:0 grammes 
of calcium chloride is given in the 
form of 20 to 40 cubic centimetres of 
10% solution by mouth, and gavage 
is resorted to if necessary. This is 
then followed by a daily maintenance 
dose of 5 to 10 cubic centimetres of a 
10% solution every six hours. This 
dose has to be maintained for from 
ten to fifteen days. The authors think 
that such a scheme, supplemented by 
the use of a potent vitamin D prepara- 
tion, is sufficient to ensure a permanent 
cure. They also point out that calcium 
chloride is a potent drug and should 
be administered only under careful 
supervision and with due precaution, 
especially when respiratory infection, 
diarrhea, or renal insufficiency is 
present, in order to avoid the risk of 
acidosis. 
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Special Articles on JOspcbiatry in 
@eneral Practice. 


(Contributed by request.) 


¥. 
DISSOCIATED STATES: SCHIZOPHRENA. 


Emit KRraepetin, striving to bring order out of chaos, 
decorated the psychiatry of his day with a number of 
nosological nosegays purporting to represent definite 
clinical entities; and added to these ingenious garlands 
polysyllabic names which gave them a spurious perfume 
of reality. Terminology triumphed over truth and 
description defeated understanding. The imminence of 
a psychiatric millennium thus foreshadowed by the 
Kraepelinian classification gave a fillip to research which 
soon emphasized the artificiality of the grouping. The 
chaplets of his system fell apart, and the flowers withered 
in the winds of criticism; the brave old fugleman of 
Munich passed away and the psychiatrists, under the 
banner of Bleuler, turned from visions of the promised 
land into the wilderness of schizophrenia. 

Schizophrenia covers a multitude of mental maladjust- 
ments held together by the common features of dissociation 
and introversion. It, therefore, includes the specific 
formulations of Kraepelin, the paraphrenias, many of the 
atypical depressions and paranoid reactions of middle life. 
It has neither an established etiology nor an accepted 
pathology. It is the name given to a vague and ill-defined 
sphere of mental illness in which the patient, shipwrecked 
in life’s treacherous waters, shows certain recognizable 
abnormalities in habitual behaviour. 


Psychopathology. 

To paint with appropriate colours and relevant detail 
the morbid symptoms manifested by the heterogeneous 
members of the schizophrenic group would require a 
eanvas larger than is allowed here; but some impression 
of the psychopathology of schizophrenia may be given by 
a succinct sketch of distinguishing features. 

Introversion. Introversion connotes indifference: a 
diminished response to the call of reality. It is a turning-in 
upon oneself, finding more interest in rumination than in 
outside affairs. The introverted patient commences to lose 
contact with reality and will later show an inhuman 
detachment and lack of emotional rapport. The cares and 
delights of the world grow more and more unreal and 
conduct is dictated not by external stimuli and earthbound 
ideals, but by preposterous fantasies and disturbing 
hallucinations. 

Dissociation. In normal mental health feeling, thought 
and action exist in a certain equilibrium. In _ schizo- 
phrenia this equilibrium breaks down and thought, feeling 
and action become dissociated to varying degrees. Thought 
is illogical. Feeling is disproportionate to the stimulus. 
Conversation tends to become incoherent: odd words are 
used and sentences are coloured by the patient’s musings. 
Emotional reactions become disturbed and _ distorted. 
Speech and feeling are no longer harmonious. Fatuous 
remarks are uttered in strict seriousness or giggling may 
accompany a truly tragic observation. Mood may have no 
relation to circumstance. Extravagant delusions may lodge 
in the mind, yet cause no distress to the patient. Tears 
may spring unbidden on a face as vacant as a desert; and 
laughter may play about the lips of those whose minds 
are enharmonically attuned to hallucinatory voices. 

When thought and conduct become dissociated, the 
patient may show a number of morbid motor manifesta- 
tions such as automatic obedience, echolalia and flezribilitas 
cerea. Fixed attitudes and stereotyped conduct are 
common concomitants of catatonia; and verbigeration and 
that form of speech known as “word salad” exemplify a 
state of mind in which the integration between thought 
and speech becomes almost completely fragmented. 


Paranoid Disposition. Common to the whole schizo- 
phrenic group is the tendency to morbid projection 
wherein the patient’s actions or wishes are attributed to 
the will of others. Morbid projection comes from the 
unconscious tendency to extrude from the consciousness 
unpleasant aspects of the personality or ideas which the 
patient finds unsatisfactory to his opinion of himself. It 
is, in a word, the subconscious repudiation of unpalatable 
ideas and shows itself in the guise of persecutory 
delusions; and, in a like manner, over-compensation in 
face of mental or physical inferiority leads to the elabora- 
tion of grandiose delusions. Where introversion and the 
retreat from reality have become marked, symbolical ideas 
become accepted as literal facts. 

Delusions. The breakdown of the mechanism of integra- 
tion in the schizophrenic patient is often brought about by 
an inability to harmonize ambition with achievement. 
The over-weening ambition so often seen in schizophrenic 
cases is a compensation for some relative inferiority and 
the difficulty of adapting one’s mediocre talents to the 
demands of this ambition leads to mental dissociation, 
defeat and, as a morbid reaction to the consciousness of 
inferiority, to the elaboration of delusions. A delusion is 
a conscious reflection of an unconscious wish. It is a 
mental defence mechanism against environmental 
aggression. Delusions are innumerable in type and 
variety. They may be fixed and elaborated upon a false 
premise by the subtle logic of the paranoic; they may be 
childish, extravagant and loosely systematized; they may 
be fleeting, variable and bizarre in association with the 
foolish and futile behaviour of the hebephrenic. 

Hallucinations. The mechanism of morbid projection is 
involved in the production of hallucinations. These 
sensory impressions which arise subconsciously have all 
the vividness characteristic of real sound, sight and smell; 
but on account of the patient’s divorce from reality and 
the tendency to repudiate from the mind that which is 
unpleasant, these false impressions appear to the patient 
to come from without. Except in the rare cases of true 
paranoia, hallucinations, particularly the auditory type, 
characterize practically the whole schizophrenic reactions. 
They vary from the faintest whisper of opprobium to the 
menacing voices of malevolent objurgations. Subconscious 
guilt is projected into the derogatory remarks which 
harass the schizophrenic patient. His inmost secrets 
appear to become audible. With obsessional persistence, 
tantalizing voices put bad words into his mind and goad 
him to do that which he abhors, so that his conduct, 
though seemingly erratic, may be a logical reaction to 
his hallucinations. That of which he is ashamed becomes 
clamant and that which he seeks to repress is turned to 
an audible jibe in his ear. Visual hallucinations are 
comparatively rare, though Lilliputian figures may appear 
as evidence of toxemia. A variety of olfactory hallucina- 
tions is found in association with schizophrenic syndromes. 
Obnoxious gases fill the room to the discomfort and 
annoyance of the chronically  hallucinated; electric 
currents or fantastic rays irritate the integuments of 
paraphrenics; and foul odours, symbolizing moral guilt, 
are exhaled from the paranoid patient who projects this 
idea as an excuse for this failure to be sociable. 


Description. 


Common usage sanctions the description of certain 
arbitrary clinical subdivisions of the schizophrenic- 
paranoid reactions, though many of the cases encountered 
in practice will not fall accurately into any of the groups 
about to be detailed. 

Paranoia. Paranoia connotes the insidious development 
of a permanent and well-systematized delusional system 
without hallucinations and in the absence of apparent 
mental deterioration. Though a relatively rare disease, 
it is commoner in men than in women. The psychosis is 
prone to develop in those who are by nature morbidly 
self-centred and suspicious, stiff and unbending in 
temperament, and who take offence more easily than 
normal people. Delusions of grandeur arise as compensa- 
tions for intolerable inferiorities and thoughts of 
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persecution through the mechanism of projection. 
Repugnant memories and projected wishes colour and give 
shape to these delusions which are elaborated by the 
patient as time goes on, by giving a false value to trivial 
and inconsequential happenings and a twist here and there 
to ordinary occurrences. Though he shows no incoherence 
in thought and may to outward seeming be a model 
citizen, the paranoic becomes ever increasingly the prey to 
his delusions, brooding upon them night and day, and 
building brick by brick that remarkable intellectual 
edifice in which he eventually takes refuge. Though the 
intellect is apparently preserved and memory, perception 
and attention remain unaffected, even in the presence of 
elaborate delusions, he becomes deficient in judgement 
both in regard to matters caught up with his delusions 
and in those that remain quite unconnected with them. 
His emotions govern his logic and past events are seen 
distorted through a paranoid haze. He is often a person 
of superior intellectual endowment, capable of achieving 
literary or scientific success to an extent which is limited 
only by his paranoid predilections. The more he falls 
back upon the habit of rationalization and paranoid pro- 
jection in dealing with his subconscious homosexual 
trends, frustrated ambitions and feelings of guilt, the 
more he approaches the true paranoid; while the more 
readily he gives up the struggle and retreats from reality, 
the more he tends to approach the reactions of the 
precocious dement. 

A paranoid trend is evident in a number of people who 
do not become actually insane (in the legal sense), but 
who form the cranks of any community, becoming 
religious fanatics, self-styled inventors, martyrs, 
anarchists, revivalists and reformists. Paranoid instability 
ean likewise be demonstrated in some of those unhappy 
people whom posterity rightly regards as among the 
world’s architects of greatness. 

Paraphrenia. An endless variety of dissociated mental 
states exists between paranoia and the type of mental 
disorder formerly designated dementia precor. In this 
vague paranoic hinterland are a large number of 
hallucinated and deluded people who ultimately swell the 
asylums’ population, and whose mental alienation is 
characterized by chronicity. The splitting of the 
personality is seldom so complete as that observed in 
dementia preacoz. Despite the delusions, paraphrenic 
patients display a firmer hold upon reality. The apprecia- 
tion of environmental factors remains relatively clear, 
except for those parts which may have become enmeshed 
in their delusions. This may be due to the comparatively 
late onset of the illness and to the possession of a better 
integrated pre-psychotic personality. 


Schizophrenic Reaction Types. 


For teaching purposes, psychiatrists are content to 
describe four types of the schizophrenic reaction, at the 
same time emphasizing the artificial division of such 
symptom-complexes. It is, in fact, not uncommon for a 
patient possessing the clinical features of one particular 
type to acquire the characteristics of another; and many 
mixed reactions occur which are too complicated to be 
classified specifically. 

Simple Type. The simple type represents a simple 
retreat from reality in patients generally of poor 
intellectual endowment and in those who may even show 
mild grades of congenital mental deficiency. Such a 
patient turns his back upon the world and ceases to care 
for material things. He is apathetic and disinterested. 
He is likewise unimpressed by criticism, unstirred by 
precept, untouched by moral or esthetic considerations 
and makes no attempt to shoulder the _ slightest 
responsibility. 

Catatonic Type. The onset of phases of stupor or excite- 
ment is usually acute. There is marked disconnexion 
between thought and conduct. The patient leses touch 
with reality, becomes negativistic and emotionally 
obtunded. He strikes bizarre attitudes or lies down com- 
pletely cut off from the world as if dead. The excited 
phase is characterized by impulsive behaviour, incoherent 


speech and purposeless or stereotyped movements. He 
may be destructive or abusive, hallucinated or delirious. 
His whole conduct appears meaningless. He may be mute: 
he may drool or dribble: he may grimace or grovel: or 
words may rush voleanically from him with a pressure of 
activity akin to mania. 


The catatonic reaction appears to represent the sudden 
and complete collapse of the adaptive mechanism. In the 
excited phase the patient seemingly struggles to divert his 
mind from a calamitous situation; in the stuporose phase 
all efforts of compromise and diversion have failed, the 
only release being through death, and, thus, the stupor is 
a dramatization of the final quietus. 


Paranoid Type. The paranoid reaction type is 
dominated by delusions of a persecutory or grandiose 
nature. These delusions are of a mutable character, but 
their essential persecutory basis remains the same. 
Auditory hallucinations are usually such. as would lend 
support to the delusional structure. Conduct and feeling 
may for a time appear normal; but, with the insidious 
progress of dissociation, apathy and fantasy formation 
make their appearance and illogical thinking and wish- 
fulfilling ideas become prominent as the divorce from 
reality becomes more complete. 


Hebephrenic Type—The hebephrenic type contains a 
somewhat ill-assorted selection of precox reactions in which 
the clinical symptoms are often less well defined than those 
of the preceding types. Dissociation between thought, 
feeling and action is very marked. The patient is often 
deeply introverted and frequently inaccessible. Delusions 
are apt to be fantastic and fleeting. The patient is far 
from reality, preoccupied and absorbed in the process of 
autistic thinking. Speech is often incoherent, mannerisms 
are frequent, emotions are blunted and the patient is liable 
to sit for hours, oblivious to his surroundings, unmindful 
of discomfort, staring inanely into space or grinning 
foolishly at nothing. He may exhibit periods of relative 
lucidity, obey simple commands or make pertinent 
observations; but attention soon wanders and he gives 
himself up once again to the blandishments of the unreal 
world or the forbidden fruits of auto-erotism. 


Course and Outcome. 


Mental disease of any kind may be serious, but until 
lately the schizophrenic psychoses were shrouded in 
despair. Kraepelin’s mistaken teaching bred pessimism in 
the prognosis. Hope was entirely hidden in the dementia 
concept. Spontaneous recovery was rare, chronicity was 
the rule. Today, however, a fresh chapter is being 
written; wider knowledge and newer methods of treatment 
have pierced the gloom which obscured the outlook for 
schizophrenic patients. 

The results achieved by the application of pharma- 
cological shock treatment have within the last few years 
completely revolutionized the psychiatrist’s attitude to 
schizophrenia. In pre-insulin days the most optimistic 
psychiatrist could scarcely hope for a remission in more 
than 20% of schizophrenic cases. Now he may confidently 
expect remissions in 60% to 70% of his patients, provided 
their condition is diagnosed and they are brought under 
treatment in the early stage of the illness. It is now 
realized that only a comparatively few patients develop a 
malignant type of schizophrenia which is unresponsive to 
modern treatment. This is an illness in which the onset 
is insidious, beginning in adolescence and progressing 
with implacable deterioration to ultimate dementia. Other 
types of schizophrenia, developing after adolescence, with 
a comparatively abrupt onset, irritability and emotional 
turmoil, hallucinations and unorganized delusions, have 
been found comparatively responsive to shock treatment; 
and the remissions thus gained are likely to remain when 
the preliminary shock treatment is supplemented by 
adequate psychiatric guidance and occupational therapy. 
Paranoid and paraphrenic patients are frequently benefited 
if treatment is undertaken in the initial stages. The 
absence of hereditary tainting and fluctuations of mood 
will generally augur for a good prognosis in schizophrenic 
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cases, especially where constitutional factors do not 
obtrude and the pre-psychotic adjustment has been 
adequate. 

Schizophrenia is a common mental maladjustment and 
it occurs in young folk in a mild and fleeting manner 
much more often than is generally suspected. The more 
malignant types of schizophrenia are happily rare; and 
the acute cases, though alarming, may often be brought 
to a successful issue by the early application of treatment. 
They must not be overlooked or misdiagnosed. To 
temporize is dangerous and certification is generally 
unnecessary in the initial stages. Pessimism is no longer 
justifiable in the schizophrenic arena, for there is a remedy 
at hand which, if skilfully applied, will rehabilitate the 
maladjusted mind and put “delusion’s dusky train to 
flight”. 

R. S. M.D. (Melbourne), 
Honorary Psychiatrist, Alfred 
Hospital, Melbourne. 


British Medical Association Mews. 


SCIENTIFIC. 


A MEETING of the Victorian Branch of the British Medical 
Association was held at the Medical Society Hall, East 
Melbourne, on April 3, 1940, Dr. H. C. Corvinus, the President, 
in the chair. 


Rheumatic Heart Disease. 


Dr. H. Boyp GraHAM read a paper entitled: “Rheumatic 
Heart Disease” (see page 101). 


Dr. H. Hume TurNBULL, after expressing his appreciation 
of the paper, commented on the obscurity of the pathology 
of rheumatism. None of the theories that had been advanced 
gave satisfactory answers to certain important questions. 
They did not help medical men to decide what was happening 
to a heart valve from the time of initial infection to the 
development of true mitral stenosis. It was not known 
whether healing and scarring occurred between each of a 
number of recurring infections or whether a state of chronic 
infection persisted with coexistence of scarring and mild 
activity. Dr. Turnbull then expressed doubt as to whether 
rheumatism was the unfailing cause of mitral stenosis. He 
said that it was very common to find patients with definite 
mitral stenosis who had had no joint disease or illness, 
with the. possible exception of tonsillitis, which could be 
regarded as the original starting point of the valvular 
disease. The diagnosis was easy in the cases in which 
arthritis and cardiac involvement both occurred, but might 
be very difficult or impossible when the heart alone was 
involved. It seemed to him that a history of acute ton- 
sillitis was common in such cases; but how were they to 
tell the rheumatic tonsillar infections from the many others 
which did not lead to valvular lesions? He wondered 
whether in the endeavour to force all cases into one category 
clinicians and pathologists had been too ready to accept 
the view that only one disease could give that type of 
pathological picture; perhaps similar end-results could follow 
infection with different organisms or viruses. 

Dr. Turnbull went on to say that even in the presence of 
the full clinical picture of acute rheumatic fever it might be 
extremely difficult to be sure that the heart valves were 
affected. The small verrucose vegetations along the lines 
of attrition on the mitral valve segments could not possibly 
give rise to auscultatory signs. Early systolic murmurs 
must be due to dilatation of the ventricles or of the ring 
and not to valve damage. Recognizable valvular signs 
appeared only when scarring and deformation had reached a 
moderately advanced stage, and to reach that stage would 
require a considerable period of time. The acceptance of 
that view created a difficulty in the explanation of an acute 
case. 

Signs of acute infection, dilatation of the heart, myocardial 
damage or pericarditis were indications to keep the patient 
at rest in bed till the signs disappeared, even without 
proof of endocarditis; though such complications made it 
presumptive that some valvular damage was present. If, 
however, none of those was present, it was not easy 
to see what benefit was to be derived from a long rest in 
bed. A nervous child might be made an invalid by sug- 
gestion, especially if the mother was also nervous, and it 
was not an advantage to any child to be kept in bed for a 


long time unless such treatment was regarded as essential. 
Dr. Turnbull then expressed the opinion that under certain 
conditions it could not be wrong to allow the child to be up 
and about, provided a careful watch was kept to see that 
the activity was not followed by recrudescence of signs of 
disease. The conditions to which he referred were: (i) that 
the heart was not enlarged, (ii) that the temperature had 
been normal for some time, (iii) that the pulse rate 
remained below 80 per minute, and (iv) that the child looked 
and felt well. It had to be remembered that symptoms of 
heart failure or inadequacy would not appear unless the 
heart was gravely and obviously damaged. It was strain of 
the weakened muscle that was to be feared, and if there was 
no sign of that, such as a raised pulse rate, it was improb- 
able that even a damaged valve would be made worse by 
careful exercise. 

Even if it was considered that more caution was required, 
Dr. Turnbull thought that it would be better to obtain the 
cooperation of the parents by explaining the position care- 
fully to them. Complete rest in bed might be required for 
six or perhaps twelve months, as that period might elapse 
before a definite opinion could be given concerning the 
valvulitis. He added that children were very nervous 
animals and few were quite unintelligent, so that it was a 
wise thing to explain very carefully to the patient that some 
heart damage might have occurred, making it necessary for 
him to lead a very quiet life and perhaps to give up his sports 
and games for a time; but that there was nothing to fear 
and no danger to life, and that there was a good prospect 
that if he helped by moderation and discretion he would be 
able, later on, to do most, if not all, of the things he wanted 
to do. Dr. Turnbull said that in his experience children 
responded well to such talks. If the problem was not 
explained to them, children were apt to be careless and to 
evade control, or they became terrified whenever unusual 
heart symptoms, such as palpitation, occurred. 

Dr. Turnbull had observed that many persons with 
valvular lesions were capable of considerable activity with- 
out apparent harm. If there was definite damage to the 
heart, it was of importance to try to direct a boy's interest 
to some walk of life in which severe physical exercise was 
not necessary; he could then earn his livelihood without 
undue strain. If he was fortunate enough to have good 
exercise tolerance he could enjoy games and other forms 
of recreation in his spare time. Then, too, when the heart 
failed, as it usually did in middle life, he might be able to 
continue working for a long time in a partly crippled 
condition; if his occupation was a laborious one he would 
have to give up much earlier. Those observations were 
important in the making of a decision as to the type of 
education needed. It was of vital importance that the 
education of children, even with severely damaged hearts, 
should not be neglected. The plight of a bedridden or 
crippled child unable to read was very sad; the greater 
interest he had in sedentary pursuits, the happier his life 
would be. Dr. Turnbull added that whenever it could be 
done without harm, a cardiac cripple should be kept in 
attendance at school. 


Commenting that it was almost a heresy nowadays to 
recommend the vigorous use of salicylates in rheumatism, 
Dr. Turnbull said he would go further and urge it. They 
had been told that salicylate was of no value except as an 
antipyretic and analgesic; but he knew very well that the 
use of full dosage would change a very unhappy child into 
a cheerful one within forty-eight hours. That condition 
would very often be maintained if the treatment was con- 
tinued, but if it was stopped relapses were common. That 
was as much as quinine would do in malaria and almost 
as much as could be expected of arsenic in syphilis. He 
used salicylate of soda, and much of it. Used intelligently 
and carefully, it very rarely gave rise to any unpleasant 
symptoms. If it did, they were readily and rapidly 
abolished. The charge that it might veil symptoms was 
rather thin in his opinion. None of the critics had offered 
any other drug or line of treatment that would give results 
comparable with those of salicylate in the acute painful 
stages of the disease. It was probably true that it would 
not cure established myocarditis or endocarditis; but the 
charge that it would not prevent them even when used early 
rested on a less sure basis. It was probable that the disease 
was widespread from the start and that the heart was 
affected before the physician saw the patient; so salicylate 
was usually given too late to prevent the initial damage. 
Dr. Turnbull had rarely, if ever, seen a patient in whose 
case it seemed likely that the heart lesions had commenced 
after the patient came under observation. 


Dr. J. W. Grieve said that he had read and listened to 
Dr. Graham’s paper with considerable interest. He thought 
it was most fitting that Dr. Graham had been asked to 
present the paper, for he had done a considerable amount 
of uphill pioneering work in Victoria on the incidence of 
rheumatic infections and in the provision of facilities for the 
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supervision of patients suffering from rheumatism. It was 
largely due to Dr. Graham that the Rheumatic Supervisory 
Clinic had been established at the Children’s Hospital, 
Melbourne. Dr. Graham had also published a paper showing 
the relationship between social and economic conditions in 
Victoria and the incidence of rheumatic infection. 

Dr. Grieve indicated that the study of rheumatic infections 
at the Children’s Hospital, Melbourne, had been most dis- 
appointing, in that many of the patients had been readmitted 
to the hospital on many occasions with signs of progressive 

to the myocardium. He emphasized the importance 
of preventive measures, which, of course, were largely 
social and economic, and from the clinical aspect the early 
recognition of the prodromal stage of the disease. 
symptoms of this particular stage he emphasized the 
presence of wasting, pallor, undue fatigue, anorexia, nervous- 
ness, sore throats and so-called growing pains. He thought 
that in hospital practice it was most important to recognize 
and supervise the mildest examples of rheumatic infection, 
for the best results were obtained with those children who 
were carefully observed and managed in the first five years 
of the disease. It had been pointed out by a number of 
authorities that 80% of recurrences were found in the first 
five years after the initial infection. 


From the standpoint of the differential diagnosis, Dr. 
Grieve thought that the size of the heart, information 
obtained by examination of the heart in various positions 
and the site ef conduction of murmurs, were all most 
helpful clinical findings, for one had frequently to differen- 
tiate rheumatic carditis from congenital and hemic bruits. 


In discussing treatment, Dr. Grieve said that there was a 
tendency to give smaller doses of salicylate than in former 
years, but he thought that in the presence of pain doses 
of 60 to 120 grains per diem should be given, according to 
age, for the first few days, and then 40 to 80 grains per 
diem. His practice was to continue with this dosage until 
he considered the rheumatic carditis «quiescent. He 
mentioned the toxic symptoms produced by the administra- 
tion of sodium salicylate, and emphasized the importance 
of watching carefully for air hunger, which in some cases 
occurred without vomiting and rapidly progressed to a 
condition of coma et cetera. 

Dr. Grieve then discussed the stage of recovery. He 
thought that, as well as the pulse rate, the temperature 
and the reappearance of sinus arrhythmia, the general 
health of the patient as manifested by his weight, colour 
and general well-being, and the sedimentation rate were 
useful observations when the improvement in the patient’s 
condition was to be assessed. Repeated estimations of the 
blood sedimentation rate were necessary in some cases, 
especially those of the polycyclic type. In discussing con- 
valescence Dr. Grieve emphasized the importance of frequent 
examinations of the patient for at least two years after 
the last attack. Knowledge of the child’s home environment 
and the observation and management of infections such as 
colds, sore throats, and infectious diseases, especially scarlet 
fever, were very important. 

Dr. Grieve then discussed focal sepsis and its relationship 
to rheumatic disease. Dr. Graham had pointed out the 
relationship between tonsillitis and rheumatic carditis. In 
the treatment of acute tonsillitis Dr. Grieve thought that 
sulphanilamide was a useful drug. He did not think that 
tonsils should be removed during the stage of activity of 
rheumatic carditis, for he hud seen disastrous results follow 
interference at this particular time. The possible exception 
to this rule was the subacute type of tonsillitis with frequent 
relapses and gross infection. He had been in the habit of 
advising tonsillectomy for rheumatic patients in much the 
same way as he would advise tonsillectomy for the non- 
rheumatic child. He thought it wise to have tonsillectomy 
performed early in the rheumatic history of the patient, 
of course waiting for a quiescent period of the rheumatic 
carditis. Dr. Grieve did not think that tonsillectomy pre- 
vented rheumatic infections, but he felt that a healthy 
throat might diminish the intensity of any rheumatic infec- 
tion that might occur. He thought that special precautions 
should be taken with rheumatic patients requiring ton- 
sillectomy, in that they should be kept in bed for some 
days prior to operation and given aspirin or salicylates for 
several days before and up to ten days or a fortnight 
after operation. 

With regard to chorea, Dr. Grieve believed that true 
chorea in childhood was a rheumatic infection. He realized 
that in uncomplicated chorea a normal blood sedimentation 
rate was present, but in the presence of active carditis 
the sedimentation rate was abnormal. He said that he had 
seen choreiform movements in cases of tuberculous menin- 
gitis and exophthalmic goitre as well as in degenerative 
conditions of the brain. 

Dr. Grieve was interested in Dr. Graham's remarks on 
rheumatoid arthritis, for occasionally that condition was 


associated with or wus a sequel to what appeared to be a 
definite rheumatic infection in childhood associated with 
rheumatic pancarditis et cetera. Whether it was the same 
infection or an allied infection he was not prepared to say. 
Referring to nodules, Dr. Grieve said that he did not feel quite 
so pessimistic about their presence as certain writers, for 
he felt they were an expression of activity of the rheumatic 
infection and were much more commonly present than one 
was led to believe. They were much more easily seen than 
felt, and tended to appear in crops, and usually lasted for 
three or four weeks. He had observed over many years 
several patients who had had large nodules in their initial 
rheumatic infections and who were progressing satisfac- 
torily. Dr. Graham had mentioned erythema nodosum. Dr. 
Grieve thought that this was an allergic manifestation and 
was most often associated with streptococcal and tuberculous 
infections. In conclusion, Dr. Grieve said that he had had 
the opportunity of reading Dr. Graham’s paper and wished 
to congratulate him on an excellent presentation of a most 
difficult subject. 


Dr. Morris Davis discussed the pathology of rheumatic 
fever in relation to the clinical manifestations of the disease. 
He showed by means of lantern slides a number of photo- 
micrographs to illustrate the diversity of the cellular reaction 
in rheumatic fever, the widespread distribution of the con- 
nective tissue lesions, and the involvement of the lungs, 
liver and other organs. He argued that from the evidence 
he had produced and from the morphological changes 
depicted, a non-specific infective basis was to be favoured, 
the so-called specific Aschoff nodule being comparatively rare. 
He said that long-continued recurrent infective states were 
more likely than any given single infection to set up the 
clinical syndrome called rheumatic fever. That argument 
led to the view that, in the treatment of the disease, to 
wait for the development of frank rheumatic fever was to 
wait too long. He added that all clinicians recognized the 
relative inability to deal with the established disease, and 
it was usually conceded that the fulminant case would run 
its course irrespective of treatment, and that the less severe 
case would lead to carditis and valvular deformity with 
or without adequate treatment. He was of the opinion 
that the removal of chronic sources of infection and the 
prevention of focal recurrences would do more to eradicate 
the disease than could be expected from direct treatment. 

Dr. Davis illustrated the points he had made by recounting 
briefly a number of case histories, showing the pulse and 
temperature charts; and he also demonstrated the features 
of interest from a number of macroscopic specimens obtained 
at autopsy. 


Dr. L. S. LaTHAM said that Dr. Boyd Graham’s reference 
to Dr. John Poynton had reminded him of one small point 
of historical value. Dr. Poynton had sent out to be housed 
in the medical school at the University of Melbourne a 
large consignment of specimens and documents connected 
with the pioneer work on rheumatic foci in heart muscle. 


Dr. W. W. OSTERMEYER commented on the variety of 
alternative expressions that the opening speakers had used 
when referring to rheumatism, which, after all, was only a 
name. He was able to recall that he had been taught that 
salicylate of soda acted as a cholagogue; Dr. Morris Davis's 
lantern slide of the liver had suggested to him that the 
cholagogue action might be beneficial to the patient. The 
pharmacology of sodium salicylate did not seem to be com- 
pletely understood: he had never been able to find out why 
sodium bicarbonate had a protective action when used in 
combination with salicylate. 


Dr. K. D. Fatrutey said that he had analysed the case 
histories of rheumatic fever and heart disease at the Royal 
Melbourne Hospital as a contribution to the survey of the 
incidence of rheumatic infections in Victoria conducted by 
Dr. Boyd Graham in 1937. While engaged on that analysis 
he had been impressed by the amazing number of children 
successfully borne by women with rheumatic heart disease; 
he had on occasions recommended therapeutic abortion on 
the grounds that it would be dangerous for a woman with 
that complaint to go to term with the pregnancy. Quite 
a number of the patients had been admitted to hospital at 
the age of about forty years with congestive heart failure 
and old-standing stenosis. Dilatation of the auriculo- 
ventricular ring would account for a soft systolic bruit, and 
mitral regurgitation had been described as the valvulitis 
most often proved to be at fault in the autopsy room. 
With a large heart the absence of the signs of mitral 
stenosis might be due to dilatation of the ring with definite 
evidence of regurgitation. The differential diagnosis 
between pericardial effusion and enlargement of the heart 
was recognized to be difficult at times. Carey Coombs had 
formulated a rule which was applicable to adults: no patient 
with rheumatic fever had a pericardial effusion sufficient 
in amount to justify paracentesis. Dr. Fairley went on to 


il. | 
in | 
ip | 
at 
of 
at | 
te | 
| 
of 
1e | 
of | 
AS | 
d, 
1€ 
| 
or | 
se 
1e 
us 
a 
or 
ts 
ar 
ct 
be 
od 
on | 
ot } 
to | 
th 
he 
St | 
as 
ut 
od 
ns 
rt 
to 
ed 
ld | 
re 
of 
he 
ts, | 
or | 
er 
ife 
be | 
in 
| 
to } 
m, 
ey 
an 
he 
ito | 
on 
n- | 
at | 
st 
He 
tly 
nt 
ily 
‘as | 
‘ed 
Its 
ful | 
ild 
he 
rly 
se 
"as 
ite | 
Be. 
ed | 
to i 
sht 
to 
int | 
of | 
he | 


120 THE MEDICAL JOURNAL OF AUSTRALIA. 


Aucusr 3, 1940. 


emphasize the necessity to make individual decisions as to 
suitable treatment. He said that as an extreme instance 
he had come across persons who were able for many years 
to do heavy work or play football vigorously, although they 
had extensive rheumatic carditis indistinguishable from the 
condition which made invalids of others. He disputed the 
reliability of Cheadle’s statement that the earliest sign of 
mitral stenosis was reduplication of the second heart sound 
at the apex. He relied on the combination of presystolic 
and mid-diastolic murmurs. 


Dr. Fairley then spoke of the recent treatment of sub- 
acute bacterial endocarditis by intravenous injections of 
“Heparin”. “Heparin” was said to lessen the deposition of 
fibrin on the vaives. When a sulphanilamide or sulpha- 
pyridine drug was also used as a more direct attack on 
the organisms and their toxins, lives could be saved. There 
had been quite a number of recoveries from what had 
hitherto been regarded as a fatal condition; he remembered 
one article in which it had been reported that four patients 
out of seven were well a year after such treatment for 
subacute bacterial endocarditis. 


Dre. H. L. Strokes expressed his appreciation of the 
influence Dr. Boyd Graham had exerted in the improvement 
of the treatment of rheumatic out-patients at the Children’s 
Hospital, and of the great assistance he had obtained from 
Dr. Plarre and Dr. Rothstadt in the work of the Rheumatic 
Supervisory Clinic. The handling of patients with subacute 
and chronic rheumatic heart disease was not yet satisfactory 
in Australia. Dr. Stokes wondered with Dr. Turnbull 
whether there was a tendency to prolong the rest period 
unnecessarily for the group of children who could not be 
shown to have cardiac involvement. He agreed that rheu- 
matic nodules were far more easily seen than felt. Professor 
Still had maintained that the comment on the comparative 
infrequency of nodules in Australia was probably due to 
lack of observation. Dr. Stokes emphasized the remarkably 
short duration of the nodules at times. In his experience 
the majority of rheumatic children showed no electrocardio- 
graphic changes; in a few cases he had been able to 
demonstrate prolongation of the P-R interval, and indeed 
in some the interval was considerably prolonged. He had 
often pondered on the absence of chorea during the acute 
arthritic stage of rheumatic fever, and pictured the fright- 
ful state of affairs which would exist if the conditions 
were present together. The previous speakers had not 
referred to gain in weight as a criterion of improvement in 
rheumatic states; some of the children not only increased 
in weight, but became inconveniently fat. In conclusion, 
Dr. Stokes observed that so-called “growing pains” were 
often wrongly ascribed to rheumatic infection. 


Dr. Boyd Graham, in reply, thanked those who had 
contributed to the discussion for amplifying so ably his 
opening remarks, which he considered inadequate to the 
occasion. He expressed the hope that a great deal more 
would be done in the near future for rheumatic patients 
throughout Australia. 


A mMeeTiINe of the Western Australian Branch of the 
British Medical Association was held at the Perth Hospital 
on May 15, 1940, Dr. L. E. Le Sover, the President, in the 
chair. Part of the meeting took the form of a number of 
clinical demonstrations by members of the honorary staff 
of the hospital. 


Mustard Gas and Eye Lesions. 


Dr. Dovetas R. read a paper entitled “Mustard 
Gas, with Special Reference to Eye Lesions” (see page 106). 


Dr. CLaupe Moret said that he was sure that he voiced 
the sentiments of the meeting in expressing his apprecia- 
tion of Dr. Gawler’s concise and interesting discussion of a 
difficult subject. It was probable that many of those present 
would before long have to wrestle with the problems in a 
practical form. Dr. Morlet hoped that it would be in 
foreign countries rather than in Australia. Dr. Gawler’s 
paper would, he hoped, induce the ventilation of opinions 
as to the respective value of some of the vast number of 
remedies suggested in recent literature for lesions produced 
by that hideous weapon mustard gas. As to the methods 
of gas attack indulged in in modern warfare, Dr. Morlet 
was particularly impressed with Dr. Gawler’s description 
of the liberation of a mist of the substance under pressure, 
from an aeroplane at such a height that the plane was 
inaudible, and, of course, unidentifiable. Against such 
measures defence was indeed a_ problem. Dr. Gawler 
had, evidently of set purpose, gone but little into details 


of treatment, and that was a point which left an opening 
for discussion. 

Dichlor-ethyl-sulphide, abbreviated to “D.E.S.”, had been 
found by experiment on animals to exert a very rapid and 
fundamental alteration in the biochemical structure of 
corneal tissue and appeared to throw forward from cell to 
cell a destructive activity that knew no calculable bounds. 
In animals there was a variable natural resistance to the 
process, and the damage done depended to some extent 
on that factor, but mainly, of course, on the concentration 
of the poison and the length of time that it was in contact 
with the tissues. When an early case was being dealt with 
the first consideration was to relieve pain and allay the 
fear and anxiety. Dr. Gawler had referred to the pain as 
“not severe”; but the streaming eyes, intolerance of light, 
and generally helpless state of the victim called for prompt 
relief. “Pantocaine” had not the devitalizing effect of 
cocaine on the cornea and was, in the opinion of many, 
much more rapid and effective in its analgesic action than 
was “Dionin”, which Dr. Gawler would employ. A 1% 
solution of “Pantocaine’” would, Dr. Morlet hoped, as a 
routine measure in the Western Command, be _ instilled 
immediately the casualty arrived at the aid post, and great 
relief would follow a moment or two later. Treatment had 
then first to be directed to the actual removal of the poison, 
and secondly, to an attempt at rendering inert what could 
not be removed. Early and vigorous irrigation met the 
first requirement, and most authorities agreed that the 
mechanical effect of the irrigation was more important than 
the nature of the lotion used. The second factor, that of 
neutralizing the poison, had exercised the ingenuity of a 
host of chemists. John Foster, of Leeds, had described two 
main methods: (i) that of oxidization of “D.E.S.” to the less 
irritating sulphoxide and the non-irritating sulphone; (ii) 
that of hydrolysis of “D.E.S.”, to which the Germans pinned 
their faith in their treatment of the early case. These two 
processes were determined by the nature of the lotion 
selected for irrigation. The supporters of the oxidation 
theory employed one of the following lotions: (a) potassium 
permanganate, 1 in 10,000; (b) eusol solution, diluted to 1 
in 10 of ordinary strength; (c) “Milton”, a proprietary 
preparation of sodium hypochlorite and sodium chloride; 
(d) benzoyl peroxide, which liberated oxygen more slowly 
and was less irritating than hydrogen peroxide. The sup- 
porters of the hydrolysis theory included the Germans, who 


_ employed irrigation with a saturated solution of boric acid, 


followed by the application of sodium bicarbonate ointment. 
The hypertonic withdrawal of the poison by Bonnefon's 
solution involved, as Dr. Gawler had said, so much cedema 
of the tissues that it had few supporters. Among the oily 
applications which were employed after irrigation, cod liver 
oil had many supporters, in view of its high vitamin A 
content. Addition of vitamins A and D had been suggested, 
owing to their favourable influence on the vitality of 
corneal tissue. Liquid paraffin was held by many to be 
equally effective and was cheaper; and Dr. Morlet thought 
that the application of paraffin would form part of the 
routine treatment in the Western Command. In conclusion, 
Dr. Morlet again expressed thanks to Dr. Gawler for his 
illuminating paper. 


Dr. D. M. McWuae said that the protection afforded by 
masks, eyeshades, clothing et cetera was only relative; gas 
masks reduced the incidence of injuries from 50% to 2%. 
Speed was the essential factor—the removal of contaminated 
clothing and of gas from the skin, the application of 
bleach ointment or the aqueous cream smeared over the 
body, and the copious use of water in first-aid posts in 
the form of hot showers. Dr. McWhae stressed the impor- 
tance of early and copious washing out of the eyes. 
It should be remembered that permanent ill effects were 
relatively rare and that the psychological effect of reassur- 
ance of the sufferer was of prime importance; 99% to 100° 
would eventually recover. Dr. McWhae outlined the 
organization created for the treatment of such victims in 
the event of gas attack in Western Australia; plans had 
been perfected in every detail, with the cooperation of 
bodies competent to deal with every phase of such a 
situation. 


Dr. F. J. CuarK gave a critical survey of the means that 
had been evolved to deal with gas attacks during war-time. 
He enumerated the various bodies already in existence and 
possessing necessary equipment for such an emergency. 
Intensive training had resulted in a system of protection 
and treatment that could be considered adequate. 


Dr. N. Cutrupert thanked Dr. Gawler for his paper and 
stressed the importance of copious lavage, large quantities 
of the irrigant being of vital importance. The composition 
of the irrigant was of relatively minor importance. 


Dr. Gwyn WIuiAMs demonstrated two specimens of eye- 
shades designed for the protection of the individual against 


. direct spray. 
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Dr. JoHN Day expressed the hope that more efficient 
treatment would result from experience gained from recent 
gas attacks. He deprecated the apparent lack of knowledge 


possessed by general practitioners and nurses regarding | 


effective irrigation of the eye. He regarded their knowledge 
of the work of the Eye Department of the hospital as the 
weakest part of their training; instruction was badly needed. 
Nature had provided the first irrigant in the profuse 
lachrymation that followed injury or irritation. 


Dre. L. E. Le Sover showed on the screen a series of 
pictures taken by him recently at Aldershot, where a 
mechanized unit demonstrated methods of protection in gas 
warfare. An aeroplane gas attack could take place without 
warning to the victims by sight or sound of the aeroplane. 
Dr. Le Souef thanked Dr. Gawler for a paper of undoubted 
value to one, and he was speaking of himself, who did not 
claim any special knowledge of the subject of eye treatment. 


Foreign Body in the Urethra. 


Dr. Frank L. Gitt showed a male patient, aged sixty-one 
years, who had suffered from arthritis; many X-ray exam- 
inations had been made, together with an intensive search 
for a septic focus. The urine was infected. X-ray films 
showed a typical stone shadow at the base of the bladder, 
reported as a prostatic calculus. A cystoscopic examination 
showed the foreign body to be metallic and situated in the 
posterior part of the urethra; from its density it was 
thought to be of aluminium. On removal this was found 
to be correct, and an aluminium foreign body, eroded and 
pitted, was recovered; it was completely free from 
encrustation of phosphates et cetera, and had remained in 
situ. since the Great War. It was regarded as being 
portion of an aluminium nose cap. 


Dr. Bruce Hunt mentioned the interesting neurological 
findings which complicated the clinical picture. The 
patient had felt a vague numbness in the right leg for 
some years past, but had noticed no special difficulty in 
locomotion, although on account of double pes cavus he had 
never been a good walker. The signs found on examination 
were: (i) double pes cavus, (ii) plantar reflexes which were 
extensor in type on both sides, with no other sign of 
involvement of the pyramidal tract, (iii) anzsthesia over 
the areas supplied by the first to the fifth sacral segments 
on the right side. By way of explanation of this complicated 
picture, Dr. Hunt suggested that in a patient who had a 
mild form of congenital spastic diplegia (Little’s disease) 
with pes cavus and extensor plantar reflexes, the gunshot 
wound of the back had caused partial impairment of 
function of the right sacral roots, which were probably 
embedded in scar tissue. The spinal anzsthetic might have 
caused mild recurrence of inflammation in the _ old 
traumatized tissue. 


Tumour of the Adrenal Cortex. 


Dr. Gill’s second patient was a female, aged thirty-three 
years, who was seen by her doctor for “a dose of ‘flu’”. 
Examination disclosed a tumour in the left upper quadrant 
of the abdomen, in the region of the left kidney; it was 
bulging into the abdomen and had the firmness of a 
uterine fibroid growth. An X-ray examination revealed the 
presence of calcareous plaques in its circumference; in a 
pyelogram the tumour was seen to be retroperitoneal. 
The kidney was rotated three-quarters of a circle and was 
lying in front of the sacral promontory; the renal pelvis 
was normal. The differential diagnosis lay between: (i) a 
cystic tumour of the kidney (it was smooth and the pelvis 
was of normal shape); (ii) a large retroperitoneal lipoma; 
and (iii) a suprarenal tumour, (a) cortical (there was no 
hirsutism et cetera), and (b) medullary (there were no 
symptoms of the vascular type, such as spasmodic hyper- 
tension, pallor, headache et cetera, and the blood pressure 
was normal). 

At operation the tumour was shelled out relatively easily, 
despite the presence of enormous veins ramifying over its 
surface; some of them were three-eighths of an inch in 
diameter. A tuft of adrenal cortical tissue was situated 
on top of the tumour, which weighed 2,500 grammes. Dr. 
Gill mentioned the rarity of this type of tumour and its 
relative frequency in Western Australia. 


Dr. F. J. CuarK outlined a case of tumour of the adrenal 
cortex in which hirsutism had been a feature. The patient, 
an unmarried woman, was literally covered with a thick 
growth of hair, which demanded daily shaving of the 
exposed parts. After operation her condition had quickly 
returned to normal, except that she still had to shave 
once a fortnight. She had married and borne two children, 
a happening previously unrecorded in cases of cortical 


tumour. 


Post-@raduate Tork. 


THE MELBOURNE PERMANENT POST-GRADUATE 
COMMITTEE. 


OwInG to a number of difficulties arising from the present 
state of affairs, chiefly that found by intending saeatiinanin, 
of making suitable arrangements for leaving their practices, 
the Melbourne Permanent Post-Graduate Committee has 
regretfully decided to abandon the refresher course which 
1940. The course of 

s in ology, which w 
of this course, will not be held. 


The annual course in obstetrics and gynecology will be 


_ held at the Women’s Hospital from August 26 to August 31, 


1940. The fee for this course will be two guineas. As a 
very limited amount of accommodation is available at the 


| Women’s Hospital, those who desire to reside at the hospital 


during this course should notify the Honora Secretary 

A.J earliest An additional fee of three 
S per week, payable to the W js 

charged for this facility. 


LIBRARY SEMINAR AT SYDNEY. 


THE next library seminar and clinico- thological - 
ference arranged by the Post-Graduate Sveskene of Medi- 
cine, Surgery and Pathology will be held at the Prince 
Henry Hospital, Little Bay, on Monday, August 12, 1940 
at 4.30 p.m. The subjects will be “The Storage of Blood and 
its Derivation” and “The Therapeutic Value of Blood Trans- 
fusion in Infectious Diseases”. A cordial invitation to be 
present is extended to all medical practitioners. 


WEEK-END COURSE AT LISMORE. 


THE New South Wales Post-Graduate Committee in 
Medicine announces that, in conjunction with the North- 
Eastern Medical Association, it will hold a week-end course 
at Lismore on Saturday, August 10, and Sunday, August 11, 
1940. The fee for the course will be one guinea. Those 
intending to be present are requested to notify Dr. J. B. 
Oakeshott, Honorary Secretary, the North-Eastern Medical 
Association, Lismore, as soon as possible. 


RESIDENTIAL COURSE IN OBSTETRICS AT SYDNEY. 


THe New South Wales Post-Graduate Committee in 
Medicine announces that a residential post-graduate course 
in obstetrics will be held at the Women’s Hospital, Crown 
yo Sydney, in August, 1940. The programme is as 
ollows: 


Sunday, August 25: 

10.30 a.m.—Introduction and explanation of course. Film 
on abdominal palpation: Dr. T. Dixon-Hughes. 

2.30 p.m.—“The Care and Feeding of Infants”: Dr. Selwyn 
Harrison. 

Monday, August 26: 

Morning.--Rounds of hospital with superintendent. 
“Clinical Pathology and Biochemistry as Applied to 
Obstetrics”: Dr. Ethel Durie. 

Afternoon.—“Diagnosis and Treatment of Disproportion”: 
Dr. A. J. Gibson. 

Tuesday, August 27: 

Morning.—“Indication for the Application of Forceps” and 
demonstration: Dr. R. McD. Bowman. 

Afternoon.—-Demonstration of X-ray films: Dr. D. G. 
Maitland. 

Wednesday, August 28: 

Morning.—“‘Treatment of Hemorrhage in the Last Three 
Months of Pregnancy”: Dr. T. Dixon-Hughes. 

Afternoon.—“The Diagnosis and Treatment of Persistent 
Occipito-Posterior Presentation”: Dr. H. McCredie. 

Thursday, August 29: 

Morning.—“Toxemia of Pregnancy”, Dr. R. B. C. Stevenson. 

Afternoon.—‘Medical Complications Associated with Preg- 
nancy”, Dr. R. Jeremy. 
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Friday, August 30: 

Morning.—“Diagnosis and Treatment of Breech Presenta- 

tion”: Dr. F. A. Bellingham. 

Afternoon.—Film on physiotherapy in pregnancy and the 

puerperium. 
Saturday, August 31: 

Morning.—“Résumé of Investigation, Diagnosis and Treat- 

ment of Puerperal Sepsis”: Dr. J. Chesterman. 

The fee for the course is five guineas, and membership is 
limited to five. Applications for registration, accompanied 
by a remittance for the amount of the fee, must be made 
to the Secretary, New South Wales Post-Graduate Committee 
in Medicine, the Prince Henry Hospital, Little Bay. 


Medical Practice. 


MEDICAL PRACTITIONERS AND PHARMACISTS. 


Tue following letter from the Secretary of the Pharma- 
ceutical Society of Victoria is commended to the sympathetic 
consideration of readers. 

Sir: Recently the Council brought under the notice of 
the Medical Secretary of the Victorian Branch of the British 
Medical Association a request that the medical men might 
be asked to refrain from quoting prices of drugs and 
medicines to their patients. The Executive of the Victorian 
Branch suggested that I should take up the matter direct 
with you as Editor of the Medical Journal, and the Council 
of my Society this morning asked me to do this. 

The position is that in the present unsettled state of the 
market, with prices fluctuating from day to day, it is 
almost impossible to be sure that any price quoted in a 
catalogue issued earlier in the year is the correct one. 

In practice, even in normal times, quotations are made 
by medical men on the basis of lists supplied by manu- 
facturers. Such prices are of course below the prices 
charged by wholesalers, and do not allow of any margin to 
cover the pharmacist’s overhead costs. 

It is obvious that when the patient is informed that a 
certain price will be charged for a particular drug, it 
leads to considerable annoyance and embarrassment when 
explanations have to be made that the price quoted is 
incorrect and misleading. 

Yours, etc., 
Cc. L. BuTTErs, 
Secretary, 
Pharmaceutical Society of Victoria. 
360, Swanston Street, 
Melbourne, 


July 3, 1940. 


Correspondence. 


THE PRACTICAL RESULTS OF IMMUNIZATION 
AGAINST DIPHTHERIA. 


Sm: What immunization can accomplish in abating 
diphtheria is shown by the remarkable drop in its incidence 
in Brisbane. 

The local authority of Brisbane, the city under review, 
has an area of 375 square miles and a population of 326,000. 

In January, 1938, I decided to make every effort to speed 
up the Council's free immunization service. I used every 
available means to impress upon parents the importance 
of having their children, especially their children of pre- 
school age, immunized The response exceeded my most 
sanguine expectations. 

In this two and a half year period, namely, from January, 
1938, to June 30, 1940, the Council’s Department of Health 
has fully immunized 13,327 children. This rate of immuniza- 
tion, which is averaging more than 5,000 per annum, is, in 
the period under review, slightly in excess of the birth rate. 
To this must be added an unknown but considerable number 
of children immunized by private practitioners in Brisbane, 
and I am pleased to be able to state that, as I write, the 
response of children shows no signs of abatement. 

I am in a position to state that at least 50% of this total 
are children of pre-school age. 

The maximum incidence of the disease occurs during the 
second, third and fourth years of life, and as large numbers 
of immunized children of this age group are appearing in 
increasing numbers every day in Brisbane, the incidence 
of the disease now shows the anticipated spectacular fall. 


Here are the figures for this period: 


1938 1939 1940 
(Population 
(Population (Population not yet 

325,890). 326,000). compiled). 

- 23 27 21 

4h 36 19 

37 44 13 

3 53 11 

60 


9 
18 (3 yr. 91) 


Total 459 505 91 

These figures show that immunization has cut diphtheria 

to one-third of 1938 and 1939 figures, and with parents now 

educated in Brisbane to have their children immunized when 

they reach the age of one year, and with immunization 

proceeding as at present, the eradication of the disease in 
the city is within reach. 


Yours, etc., 


RALPH WEAVER, 
Medical Officer of Health. 


City Hall, 
Brisbane, 
July 3, 1940. 


THE MEDICAL PROFESSION AND THE WAR. 


Sir: I think Dr. Culpin expresses the commonsense view 
taken by those men who had experience in 1914-1918. My 
experience in the British Army from 1916 to 1919 was that 
young men were employed as regimental medical officers, 
but a very large number of older men, both regular and 
temporary officers, were employed, some of them up to sixty 
years of age. Their knowledge and judgement was much 
appreciated. Military medical science requires a wide view 
and great experience. 

One very experienced officer when I was an A.D.M.S. in 
the Australian Imperial Force, 1914-1916, advised me to try 
to obtain a large number of medical officers of from thirty 
to thirty-five years of age, to be allotted to the manifold 
tasks which arise continually and in the most unforeseen 
manner during active service, and to enlist them without 
—s them to any particular task until their arrival 
n Egypt. 

But the number of older men employed in the Australian 
Imperial Force was considerable—most of them in stationary 
and base hospitals, but some at casualty clearing stations. 
where their knowledge was invaluable and where they could 
usefully direct the work of younger men. I could name 


many. 

Yours, etc., 

103-105, Collins Street, James W. Barretr. 
Melbourne, C.1, 
July 15, 1940. 


SYPHILIS AND THE DEFENCE FORCES. 


Sir: The decision of the military authorities to have X-ray 
examination of the lungs of the second Australian Imperial 
Force meets with everybody’s approval. But why stop at 
this? It has become a routine in most hospitals to perform 
a Wassermann reaction test on all patients admitted and 
attending the out-patient department. I suggest that a 
similar routine test should be instituted for all recruits to 
the Army, Navy and Air Force. This should be repeated at 
intervals. Only in this way shall the menace of venereal 
disease be kept in check. During the last war the casualties 
from venereal disease were of a magnitude to cause grave 
concern. Thousands of cases, however, must have passed 
undiscovered owing to the absence of a routine Wassermann 
reaction. 

I am called to write this owing to the fact that one of 
my cases of syphilis undergoing his first course of arsenical 
injections went down to Sydney and passed all medical 
examinations without any trouble. A recruit entering the 
Army with a positive Wassermann is a menace to his 
comrades and a slur on the thoroughness of our routine 
medical examination. Hoping this may draw attention to 
an oversight. 

Yours, etc., 


Kempsey, R. G. Lyne, M.B., B.S. 
New South Wales, 
July 22, 1940. 
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ELECTION OF COUNCIL. 


Sir: A reference in The Herald to voting by the Australian 
Imperial Force reminds me of a plan to secure more direct 
representation on our council, which awaits an appropriate 
time to be brought forward. Essentially it is that members 
of council should be elected by local associations according 
to membership, but any group of sufficient size should be 
able to have its representative—in this case the Australian 
Army Medical Corps on active service; other groups could 
be specialist interests, civil service medical officers and 
hospital residents. 

Under such a system each voter would know for whom 
he votes and would have a greater interest in local meetings 
(which he can attend). Resolutions by local associations 
would have more meaning and there would be no need for 
meetings of delegates. Prominent men could be requested 
to stand by any association, and country groups too far out 
could elect a city representative. 

It might well be appropriate to bring in such a system 
for the next annual elections and put democracy to yet 
another test. 

Yours, etc., 

North Bondi, Crawrorp McKE.iar. 
New South Wales, 

July 17, 1940. 


Maval, Wilitary and Ait Force. 


APPOINTMENTS. 


THE undermentioned appointments, changes et cetera have 
been promulgated in the Commonwealth of Australia Gazette, 
Number 134, of July 18, 1940. 


ROYAL AUSTRALIAN AIR FORCE. 
Citizen Air Force: Medical Branch. 

The probationary appointment of Flight Lieutenant (Tem- 
porary Squadron Leader) R. L. T. Grant, M.B., BS., 
M.R.C.P., F.R.A.C.P., is confirmed.—(Ex. Min. No. 41— 
Approved 17th July, 1940.) 

The following are granted commissions on probation with 
the rank of Flight Lieutenant with effect from the dates 
indicated: George Garrett Burniston, M.B., B.S. (17th June, 
1940), Geoffrey Campbell Wilson, M.B., B.S. (20th June, 
1940), Deryck Jordan Biddle, M.B., B.S. (1st July, 1940), 
Charles Geoffrey Davidson, M.B., B.S., and William Morton 
Lemmon, M.D., B.S., D.G.O., M.R.C.O.G. (Eng.) (8th July, 
1940), Ronald Milton Alder, M.B., B.S., William Deane- 
Butcher, M.B., B.S., Andrew Jennings Harker, M.B., B.S., 
Roderick Lionel Jeffrey, M.B., B.S., Brian James Basil Jones, 
M.B., B.S., and Herbert James Prior, M.B., B.S. (15th July, 
1940), Stafford Howie Marsh, M.B., B.S. (22nd July, 1940), 
and Stuart Thomson, M.B., B.S. (1st August, 1940). 

Flight Lieutenant M. H. B. Robinson is transferred from 
= Reserve to the Active List with effect trom 10th June, 
1940. 

The notification appearing in Commonwealth of Australia 
Gazette dated 18th April, 1940, concerning Alfred Conrad 
Blumer, M.B., Ch.M., is cancelled. 


Reserve: Medical Branch. 

Alfred Conrad Blumer, M.B., Ch.M., is granted a com- 
mission on probation with the rank of Flight Lieutenant 
with effect from 18th March, 1940. 

The following is granted a commission on probation with 
the rank of Flight Lieutenant with effect from ist July, 
1940: Robert Chalmers Gill, M.B., B.S. Flight Lieutenant 
J. P. Horan, M.D., M.R.C.P., F.R.A.C.P., relinquishes his 
commission with effect from 10th June, 1940.—(Ex. Min. No. 
42—Approved 17th July, 1940.) 


Mbituarp. 


JOHN GOODWIN WATSON HILL. 


Dr. Joun GoopwiIn Watson HILL, whose death was recorded 
in these pages a few weeks ago, was a son of the late 
Reverend James Hill. He was born in Fraserborough, 
Scotland, sixty-one years ago. His father brought him to 
Sydney when he was quite young, and his early education 


| was undertaken at Sydney Grammar School. 


Passing 

to the University of Sydney, he entered the Faculty of hte 
and graduated Bachelor of Arts in 1901; he then began the 
study of medicine. The medical course in those days lasted 
five years, and in 1906 Hill graduated as Bachelor of 
Medicine and Master of Surgery. During his undergraduate 
days he worked hard at his studies, but he also found time 
to take an active part in the cultural and sporting life of 
the university—he was a prominent member of the Dramatic 
Society and the Glee Club, and he took an active interest 
in football and the boats. He was a man of fine physique 
and he inspired confidence; his sense of humour was keen 
and infectious, and he had an almost boyish exuberance of 
spirits that he never outgrew. He was president of the 
Undergraduates’ Association, and carried out the duties of 
that office with dignity. Whether he was presiding at a 
meeting of turbulent undergraduates or marshalling a com- 
memoration procession or “showing the ropes” to a younger 
undergraduate, he was always the same. During these 
university days he made many friends, and he bound them 
to him till death claimed him by his sincerity, his upright- 
ness and his cheerfulness. It was after his graduation 
that a movement was started in the University of Sydney 
for the establishment of the University Union; in this 
Hill took a lively interest. The Boat Club, however, was 
his passion. The Union Recorder tells us that he became 
President of the Boat Club when its fortunes were perhaps 
at their lowest ebb, and by his infectious enthusiasm and 
his unflagging energies was instrumental in retrieving its 
fortunes so that it gained success in inter-university 
contests. “There was no figure so well known to every 
generation of oarsmen, as he made it his business to bring 
together men who had participated in University rowing 
from its inception in 1870 to the present day.” At the time 
of his death he was the Boat Club’s patron. 

After graduation Hill became resident medical officer at 
Sydney Hospital. It was the same here as it had been at 
the medical school—he drew people to him in enduring ties 
of friendship. He was popular, but his popularity was not 
of the superficial kind. It was his sterling qualities of 
heart and mind that attracted people; and he gave friend- 
ship in return. Always his sense of humour bubbled over. 
He would see a patient with a full rounded abdomen and an 
enormous ventral hernia being wheeled into the operating 
theatre while a friend struggled with the Clover’s ether 
inhaler, and, to the delight of the onlookers, he would make 
a quick drawing of patient and friend. He had a mouth 
organ with which he entertained his friends in lighter 
moments. Nor can we forget his account of an inter-hospital 
cricket match, published in this journal many years ago, 
when he told how the members of the honorary staff of one 
hospital, none of them small men, took the field while the 
band played “appropriate music’—“With Heavy Beasts the 
Earth is Trod” from “The Creation’. Some of the “heavy 
beasts” did not know whether to be amused or annoyed. 
Leaving Sydney Hospital, he went to practise at Gundagai. 
He was successful and subsequently he returned to Sydney, 
taking over the practice of Dr. Frank Brown Craig at 
Newtown. At this time he was appointed to the surgical 
staff of the Women’s Hospital, Crown Street, and gave 
valuable service for several years. He was an expert 
obstetrician. Subsequently he moved from the busy suburb 
of Newtown to Killara, where he was practising when he 
died. For some years Hill was a member of the Council of 
the New South Wales Branch of the British Medical 
Associe .ion. 

Goodwin Hill, as he was known to all his friends, and 
they were many, was devoted to the human side of medicine; 
he understood human suffering and with quick sympathy 
strove to relieve it. In his own family, unfortunately, he 
had scope for these qualities, as those who were admitted 
to the family circle knew. His death has left a gap in the 
lives of many. His wife died some years age. His son, 
Bruce Goodwin Hill, is a graduate in medicine of the 
University of Sydney and is serving with the Royal Army 
Medical Corps. To him and to his two sisters the sympathy 
of very many has been extended. 


EDWARD ERNEST MOULE. 


We regret to announce the death of Dr. Edward Ernest 
Moule, which occurred on July 20, 1940, at Pingelly, Western 
Australia. 


PETER JAMES BENJAMIN MURPHY. 


We regret to announce the death of Dr. Peter James 
Benjamin Murphy, which occurred at Sydney on July 29, 
1940. 
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Proceedings of the Australian oBedical 
Boards. 


QUEENSLAND. 


Tue undermentioned have been registered, pursuant to 
the provisions of The Medical Act of 1939, of Queensland, as 
duly qualified medical practitioners: 

Basto, Roberto Alexandre de Castro, M.B., B.S. (Univ. 
Hong-Kong), M.R.C.S. (England), 1922, L.R.C.P. 
(London), 1922, D.O.M.S., R.C.P.andS. (London and 
England), 1926, c.o. Hotel Canberra, Ann Street, 
Brisbane. 

Harris, Joane Josephine Hughes, M.B., B.S., 1937 (Univ. 
Sydney), c.o. General Hospital, Rockhampton. 

Mulcahy, Francis John Xavier, M.B., B.S., 1935 (Univ. 
Melbourne), District Hospital, Bowen. 

Priddis, Kevin Walter, M.B., B.S., 1938 (Univ. Sydney), 
Mater Misericordie Public Hospital, Brisbane, 


The following additional qualification has been registered: 


Carseldine, Malcolm Wesley, Adelaide Street and New 
Sandgate Road, Clayfield, N.2, F.R.A.C.S., 1940. 


NOTICE. 


Tue Honorary Secretary of the Medical Board of the 
Royal Prince Alfred Hospital, Sydney, announces that a 
clinical meeting of the staff will be held at 4.30 o’clock on 
the afternoon of Wednesday, August 14, 1940, in the A2 
lecture theatre. A demonstration will be given by Dr. C. G. 
McDonald, Dr. W. A. Bye and Dr. R. S. Steel of broncho- 
genic carcinoma, mitral stenosis and cesophageal obstruction. 
Additional cases may also be presented. Medical practitioners 
are invited to be present. 


Wedical Appointments. 


Dr. C. A. Finlayson has been appointed Honorary Physician 
to the “Mareeba” Babies’ Hospital, South Australia. 
Dr. F. J. Fenner has been appointed Honorary Assistant 
Physical Anthropologist in the South Australian Museum, 
Adelaide, South Australia. 


Dr. J. A. Lawson has been appointed Honorary Assistant 
Surgeon at the Liverpool State Hospital and Home, New 
South Wales. 


* 

Dr. R. D. Carman has been appointed a member of the 
Medical Board, Port Pirie, under the provisions of the 
Workmen’s Compensation Act, 1932-1938, of South Australia. 

* 


Dr. C. A. Finlayson has been appointed Honorary Clinical 
Assistant to the Medical Section of the Royal Adelaide 
Hospital, Adelaide, South Australia. 

The following temporary honorary appointments have 
been made at the Royal Adelaide Hospital, Adelaide, South 
Australia: Associate Deep X-Ray Therapist, Dr. J. C. Mayo; 
Assistant Radiologist, Dr. B. C. Smeaton; Clinical Assistant 
to the Radium Section, Dr. W. Gilfillan; Clinical Assistant 
to the Surgical Section, Dr. O. M. Moulden. 


Books Received. 


“Acute Infectious Diseases. A Handbook for Practitioners 
and Students”, by J. D. Rolleston, M.A., M.D., F.R.C.P., F.S.A., 
and G. W. Ronaldson, M.D., D.P.H.; Third Edition; 1940. 
London: William Heinemann (Medical Books) Limited. Demy 
8vo, pp. 487. Price: 17s. 6d. net. 


“Surgery of the Hand: Wounds, Infections and Closed 

Book for the Practitioner and the Surgeon”, by 

M. Iselin, M.D., translated by T. M. J. d@’Offay, M.B., Ch.B., 

F.R.C.S., and T. B. Mouat, Ch.M., F.R.C.S.; 1940. London: 

J. and A. Churchill Limited. Demy 8vo, pp. 366, with illus- 
trations. Price: 21s. net. 


“Medical Research Council of the Privy Council. Special 
Report Series, No. 239: A Comparative Study of the Seasonal 
Incidence of Mortality in England and Wales and in_ the 
United States of America”, by E. Lewis-Faning; 1940. London: 
ne Majesty's Stationery Office. Medium 8vo, pp. 69. Price: 
s. net. 


“Statistical Methods for Medical and Biological Students”, 
by G. Dahlberg, M.D., LL.D.; 1940. London: George Allen 
and Unwin Limited; Australia: Angus and Robertson Limited. 
Demy 8vo, pp. 232. Price: 18s. 6d. net. 


“Landmarks and Surface Markings of the Human Body”, 
by L. B. Rawling, M.B., B.Ch., F.R.C.S.; Eighth Edition; 1940. 
London: H. K. Lewis and Company Limited. Demy 8vo, pp. 
106, with 36 illustrations. Price: 8s. 6d. net. 


Diary for the Month. 


Aue. 6.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

AvuG. 7.—Victorian Branch, B.M.A.: Branch. 

Auc. 7.—Western Australian Branch, B.M.A.: Council. 

Aue. 9%.—Queensland Branch, B.M.A.: Council. 

Aus. 13.—Tasmanian Branch, B.M.A.: Branch. 

Avuc. 13.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

Aue. 20.—New South Wales Branch, B.M.A.: Ethics Committee. 

AvuG. 21.—Western Australian Branch, B.M.A.: Branch. 

Avec. 22.—New South Wales Branch, B.M.A.: Clinical meeting. 

Ave. 23.—Queensland Branch, B.M.A.: Council. 

Ava. 27.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

Avuc. 28.—Victorian Branch, B.M.A.: Council. 

AuG. 29.—New South Wales Branch, B.M.A.: Branch. 

Ave. 29.—South Australian Branch, B.M.A.: Branch. 

AvuG. 30.—Tasmanian Branch, B.M.A.: Council. 


Wedical Appointments: Important Motice. 


)}\EDICAL PRACTITIONERS are requested not to apply for any 
ap; Xintment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 


New South Wales Branch (Honorary Secretary, 135, Macquarie 
Street, Sydney): Australian Natives’ Association; Ashfield 
and District United Friendly Societies’ Dispensary ; Balmain 
United Friendly Societies’ Dispensary; Leichhardt and 
Petersham United Friendly Societies’ Dispensary; Man- 
chester Unity Medical and Dispensing Institute, Oxford 
Street, Sydney; North Sydney Friendly Societies’ Dis- 
pensary Limited; People’s Prudential Assurance Company 
Limited; Phenix Mutua! Provident Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225, 
Wickham Terrace, Brisbane, B.17): Brisbane Associate 
Friendly Societies’ Medical Institute; Proserpine District 
Hospital. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement 
to the Council before signing. 

South Australian Branch (Honorary Secretary, 178, North 
Terrace, Adelaide): All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205, Saint 
George’s Terrace, Perth): Wiluna Hospital; all Contract 
Practice appointments in Western Australia. 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
MEDICAL JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THE 
MepIcAL JoURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THe MEDICAL JoURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such a notification is received within one 
month. 

SuBscription Rates.—Medical students and others not 
receiving THE MepicaL JouRNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 
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